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San Diego County Mental Health Services 

Discharge Summary 

Instructions 

 
Client Name:  This is a Required Field. Enter the client’s name in this space provided. 

 

Case #:  This is a Required Field. Enter the case number in the space provided. 

 

Program Name:  This is a Required Field.  Enter your unit name and number in the space provided.  

 

Date of admission: This is a Required Field.  Enter the information in the space provided. 

 

Date of discharge:  This is a Required Field.  Enter the information in the space provided.  

 

REASON FOR ADMISSION:   This is a Required Field. Describe events in sequence leading to 

admission to your program.   Describe primary complaint upon admission. 

 

COURSE OF TREATMENT:  Answer question regarding client plan goals by selecting the 

appropriate check boxes.   

 

For significant diagnostic changes select “No” or “Yes” text box is provided for further information. 

Summary of services text box is provided to record response to treatment/progress and reason for 

discharge.  

 

Aftercare Plan: Text box is provided for information provided to client/family at discharge and 

recommendation.  

 

Housing/Living Arrangements at discharge: Entering the appropriate response in the space provided 

from choices listed in the Table below: 
 

Living Arrangement  
A-House or Apartment 

B-House or Apt with Support 

C-House or Apt with Daily Supervision 

 Independent Living Facility 

D-Other Supported Housing Program 

E-Board & Care – Adult  

F-Residential Tx/Crisis Ctr – Adult 

 

G-Substance Abuse Residential 

 Rehab Ctr  

H-Homeless/In Shelter  

I-MH Rehab Ctr (Adult Locked) 

J-SNF/ICF/IMD 

K-Inpatient Psych Hospital 

L-State Hospital 

M-Correctional Facility  

O-Other  

R-Foster Home-Child 

S-Group Home-Child (Level 1-12) 

T-Residential Tx Ctr-Child (Level 13-14) 

U-Unknown    

V-Comm Tx Facility (Child Locked) 

W- Children’s Shelter 

 

 

Substance use treatment recommendations: Check boxes “Not Applicable” or “Yes” text box is 

provided for further information.  

 

MEDICAL HISTORY 

 Medications at Discharge:  List all medications dispensed or ordered at discharge. 

 Medication Adherence:  Check the appropriate box, and explain in Comments text box as 

necessary client’s compliance with medications. 

 Allergies and adverse medication  reactions:  Check “No”, “Unknown/Nor Reported” or 

“Yes”.  If Yes, specify in comments box. 

 Other prescription medications:  Check “None” or “Yes”.  If yes, specify in comments box. 

 Herbal/Dietary Supplements/over the counter medications:  Check “None” or “Yes”.  If Yes, 

specify in comments box. 
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 Healing and Health:  Document in text box any healing and/or health practices made by 

client.    

 

HISTORY OF VIOLENCE:   

 History of domestic violence: Check boxes “None Reported” or “Yes” text box is provided 

for further information. 

  

History of significant property destruction: Check boxes “None Reported” or “Yes” text box 

is provided for further information. 

 

History of Violence: Check boxes “None Reported” or “Yes” in text box specify intensity 

past or current.  

History of Abuse: Check boxes “None Reported” or “Yes” in text box specify intensity past 

or current.  

 

Abuse Reported: Check boxes “N/A”, “No” or “Yes”, if yes enter information in text box. 

 

Experience of traumatic event(s): Check boxes “No” “Yes” “Unknown/Not Reported” if yes, 

describe traumatic experience and summarize impact in text box. 

 

 

REFERRAL(S):  This is a Required Field.  Include culturally specific referral(s), referred to a 

higher level of care, referred to a lower level of care, referred to primary care physician for 

psychotropic medication, or reason why no referrals were provided, etc.  

 

In the text boxes enter where client was referred, and the appointment date and time. Check the box 

if client or caregiver declined referral(s). 

 

SIGNATURES:  Enter the name, credential, date and Anasazi ID number for the clinician requiring 

a co-signature (if applicable); and/or the clinician completing/accepting the evaluation. 

 

DIAGNOSIS  

If making or changing a diagnosis, complete the current Diagnosis Form and attach 

to this Discharge Summary. 
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2012 

 

 

WHEN: When a client is seen five or more times, a discharge summary must be 

completed. When seen four or less times, a discharge progress note may 

be completed.  The discharge summary must be completed in the EHR 

within 7 calendar days of the closing of the assignment.  The clinician 

will only have access to the clinical forms for up to 7 days after the 

assignment is closed.   

 

ON WHOM: Clients discharged from treatment at your Unit/SubUnit, or clients not 

seen for three months, unless the clinician has documented the reason for 

absence and it is reasonably expected that the client will receive services 

within six months. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse or Nurse Practitioner.   

Co-signatures must be completed for the Discharge Summary to be final 

approved.   
 
NOTE:   The Children’s System of Care does not allow the Discharge Summary 

to be completed by a MHRS staff. 

 

REQUIRED   

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



CLIENT FACE SHEET - EHR 

 2012 

 

 

WHEN: Data is entered into the EHR when a client assignment is opened and 

when changes to any of the required elements occur.  The Face Sheet is 

populated by information from the Demographic and Diagnosis Forms as 

well as from assignment/s entered into the Electronic Health Record 

(EHR).  Since the Face Sheet lives in the EHR, and information on the 

client is updated in real time as data is entered into the EHR, a paper 

copy of the Face Sheet is not required to be placed in the paper/hybrid 

chart.  The Face Sheet should be reviewed in the EHR on a quarterly 

basis at a minimum to assure all information is accurate and up to date.   

 

ON WHOM: All clients with an open assignment.    

 

COMPLETED BY: The EHR generates this printout based on information entered by each 

program that has an open assignment of the client.  Traditionally this is 

entered by program’s data entry/clerical staff. 

 

MODE OF    For clients who are not previously opened in the system the following 

COMPLETION:  three forms are to be completed and entered into the EHR: 

1. Demographic Form 

2. Assignment Form 

3. Diagnosis Form 

 

For clients who are currently or previously opened in the EHR the 

following form is to be completed and entered: 

1. Assignment Form. 

 

Additionally, changes in the client status shall be entered into the EHR 

as they occur. 

 

Upon closing of an assignment the following form is to be completed 

and entered: 

1.  Assignment Form. 

 

REQUIRED  The Demographic, Assignment and Diagnosis Forms  

ELEMENTS: must all be completed and entered into the EHR prior to printing the 

Face Sheet.  If any information is not available at intake, it shall be 

obtained and entered into the EHR as soon as possible. 

 

 

NOTE: This form is not a standard medical record form, therefore program 

discretion shall be exercised in determining whether to print out and 

maintain previous face sheets in the paper/hybrid record. 
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San Diego County Mental Health Services 

DISCHARGE SUMMARY 

 
*Client Name:   ________________________________________ *Case #:  _______________ 

  

*Discharge Date:  ______________ *Program Name:  ________________________________ 

 

*Date of admission:  _______________    

 

*REASON FOR ADMISSION  Describe events in sequence leading to admission to your program.   

Describe primary complaint upon admission. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

  

COURSE OF TREATMENT 
Client Plan goal(s) were met?  

 No    Yes   Partially          Client did not return  

 

 Significant diagnostic changes during treatment:       No     Yes  

_____________________________________________________________________

_____________________________________________________________________ 

 

Summary of Services:  Response to treatment/progress, and reason for discharge. 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

 

Aftercare Plan:  Information provided to client/family at discharge and recommendations. 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

 

Housing/Living arrangements at discharge: (Select from Living Arrangement table listed in 

the instruction sheet). 

_____________________________________ 

   

Substance use treatment recommendations:     Not Applicable  Yes  

_____________________________________________________________________ 

 

MEDICAL HISTORY 

        Medications at Discharge:  

       

_____________________________________________________________________ 

_____________________________________________________________________

    

 



Client Name:            Case #:    

 

Discharge Date:    Program Name: 

________________________________________________________________ 
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Medication Adherence:   Always    Sometimes    Rarely   Never    Unknown 

Comments: ___________________________________________________________ 

Allergies and adverse medication reactions:    No    Unknown/Not Reported   Yes 

    If Yes, Specify:______________________________________________________ 

Other prescription medications:      None         Yes 

   If Yes,Specify:_____________________________________________________ 

Herbal/Dietary Supplements/over the counter medications:    None       Yes 

   If Yes,Specify:_____________________________________________________ 

 Healing and Health: 

____________________________________________________________________ 

 

HISTORY OF VIOLENCE: 

History of domestic violence:    None reported  Yes  

-

_____________________________________________________________________

_____________________________________________________________________ 

 

History of significant property destruction:    None reported  Yes  

_____________________________________________________________________

_____________________________________________________________________ 

 

History of violence:    None reported  Yes  
Specify type, intensity, and if past or current.    

_____________________________________________________________________

_____________________________________________________________________ 

 

History of abuse:      None reported  Yes 
Specify type, intensity, and if past or current.   

_____________________________________________________________________

_____________________________________________________________________ 

  

Abuse reported:  N/A       No   Yes 

 

If Yes, specify:  

_____________________________________________________________________

_____________________________________________________________________ 

 

Experience of traumatic event(s): 

 No   Yes   Unknown/not reported 

 

If Yes:  Describe traumatic experience and summarize impact. 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

*REFERRAL(S): Include culturally specific referral(s), referred to a higher level of care, referred to a lower 

level of care, referred to primary care physician for psychotropic medication, or reason why no referrals were 

provided, etc. 



Client Name:            Case #:    

 

Discharge Date:    Program Name: 

________________________________________________________________ 

  Page 3 of 3 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Referred to:  __________________________________________________ 

 

Appointment Date: _____________________   Time:  _________________ 

 

 Client or caregiver declined referral(s)  

 

Signature of Clinician Requiring Co-signature: 

 

_______________________________________ Date:  _______________ 

Signature         

 

Printed Name:  ______________________________     Anasazi ID number: _____________ 

   

 

Signature of Clinician Completing/Accepting the Assessment:  

 

_______________________________________ Date:  _______________ 

Signature         

 

Printed Name:  ______________________________     Anasazi ID number: _____________  

 

 

Signature of Staff Entering Information (if different from above): 

 

____________________________ Date:       

Signature         

 

Printed Name:              Anasazi ID number:            

 

DIAGNOSIS 

 

If making or changing a diagnosis, complete the current Diagnosis Form and attach to this 

Discharge Summary 
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ASSESSMENTS 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE:  The most up to date Assessments are present in the Electronic Health Record.  

This section should contain any paper past assessments for the current program. 



INITIAL SCREENING - EHR 

 

 

2012 

 

WHEN:  Initial client contact when services are requested (phone or 

walk-in contact).    

 

NOTE: Initial Screening ESU is only to be used by the Emergency 

Screening Unit (ESU).  All other programs are to use the 

Initial Screening form. 

 

ON WHOM: Should be completed on all un-“opened” clients screened 

for services: when there is a significant issue, when the 

client is not likely to be opened to the program, or when the 

client is referred to another agency.   

Not required if Behavioral Health Assessment is 

started/completed on first contact. 

 

COMPLETED BY:  Clinical staff participating in the client contact.  May not be 

completed by clerical staff. 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED 

ELEMENTS:  All clinically appropriate elements should be completed. 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Every assessment within the EHR must be completed and 

final approved in a timely manner.  When it is not 

completed and final approved (red locked), the system will 

prevent other servers from launching any assessments that 

contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for 

deletion by another server.  Paper forms are only to be 

completed when the EHR is not accessible and the 

expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments 

are not viewed as complete and active until the assessment 

is final approved (red locked). 



San Diego County Mental Health Services 

INITIAL SCREENING  

Instructions 

 

Anasazi Tab 1: 

 

TYPE OF CONTACT: This is a required field. Check box: “Telephone” “Face-to-Face”. 

 

PROGRAM:  Enter your full program name in the space provided. 

 

INFORMANT NAME: Enter the name of the person providing the information for the assessment. 

 

RELATION TO CLIENT: Using the table below, enter the information on the form in the space 

provided. 

 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 

Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece NBio 

Niece – Non-

biological 

Aunt NoBio Aunt – Non-biological Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Adop Brother – Adopted GDaug Nbio 

Granddaughter – Non-

biological Signif Oth Significant Other 

Bro Bio Brother – Biological GrFa Bio 

Grandfather – 

Biological Sig Supp 

Significant Support 

Person 

Bro Foster Brother – Foster GrFa NBio 

Grandfather – Non-

biological Sis Adopt Sister – Adopted 

Bro InLaw Brother – In-Law GrMo Bio 

Grandmother – 

Biological Sis Bio Sister – Biological 

Bro Step Brother – Step GrMo Nbio 

Grandmother – Non-

biological Sis Foster Sister – Foster 

Cous Bio Cousin – Biological GrSon Bio Grandson – Biological Sis In Law Sister – In-Law 

Cous Nbio 

Cousin – Non-

biological GrSon Nbio 

Grandson – Non-

biological Sis Step Sister – Step 

Daug Adopt Daughter – Adopted Husband Husband Son Adopt Son – Adopted 

Daug Bio Daughter – Biological Mother Ado Mother – Adopted Son Bio Son – Biological 

Daug Foster Daughter – Foster Mother Bio Mother – Biological Son Foster Son – Foster 

Daug InLaw Daughter – In-Law Mother Fos Mother – Foster Son In Law Son – In-Law 

Daug Step Daughter – Step Mo In Law Mother – In-Law Son Step Son – Step 

Dom Partner Domestic Partner Mo Step Mother – Step Uncle Bio Uncle - Biological 

Fath Adop Father – Adopted Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Bio Father – Biological Neph NBio 

Nephew – Non-

biological Wife Wife 

Fath Fost Father – Foster Niece Bio Niece – Biological   

 

IS CLIENT UNDER 18? This field is required. Check box “Yes” or “No”. 

 

PARENTAL INFORMATION: Enter parent name, relationship (select from relationship table above) 

address, home phone, employment phone, and any other information that might be helpful.  

 

LEGAL INFORMATION:  

 

Legal Consent: Select from the LEGAL STATUS table located in the Anasazi user manual. If status is 

different from the table, explain.  

 

Responsible Person: Enter the name of the responsible person. 



 

Relationship to the client: Enter the relationship to the client (select from relationship table located in 

the Anasazi user manual).  

 

Enter address, home phone, employment phone and any other information that might be helpful. 

 

CLIENT INFORMATION: Enter client’s physical address, home phone and work phone.  

 

WHOM CAN WE CALL BACK?:  Enter the appropriate information in space provided.  

 

PRESENTING PROBLEM: Include precipitating factors that led to deterioration/behaviors.  Describe 

events in sequence leading to present visit.   Describe primary complaint and history of present illness. 

Summary of client’s request for services including client’s most recent baseline and a subjective 

description of the problem/needs.  Include observable and measurable impairing behavior, including 

experiences of stigma and prejudice, if any. 

 

URGENCY LEVEL:  This is a required field. Indicate the appropriate urgency level by selecting the 

appropriate check box: “Routine” “Emergency” “Urgent” “Unspecified/Unknown”. 

 

INITIATE SECOND EFFORT:  Check if second effort is initiated. Document assigned staff.  

 

DATE SECOND EFFORT WAS INITIATED: Document any comments of second effort in space 

provided.  

 

CLIENT REQUESTS/NEEDS:  Check all that apply.  

 

Description ID 

Psychiatric Assessment P 

Psychotherapy T 

Mental Health Assessment M 

Other O 

 

CURRENT MEDICATIONS:  Indicate if client is currently taking medications by selecting the 

appropriate check-boxes “Yes” or “No”. If client is taking psychotropic medications enter in medication 

table provided in the form.  

 

HISTORY OF TREATMENT:  Check box:  “Outpatient” “Inpatient” or “Psychiatric Medications” by 

selecting the appropriate check-boxes.  Provide a narrative description in the space provided.   

 

Anasazi Tab 2 

 

POTENTIAL FOR HARM/RISK:   
 

Current suicidal ideation: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the 

text box to specify plan “Vague” “Passive” “Imminent”. 

 

Access to Means: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box 

to describe any information necessary. 

 

Previous Attempts: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text 

box to describe any information necessary. 

 



Does client agree not to hurt self or to seek help prior to acting on suicidal impulse: Mark the 

appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box to explain any information 

necessary. 

 

Current homicidal ideation: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use 

the text box to specify plan “Vague” “Intent” “With/without means”. 

  

Identified Victim: Check box “No” or “Yes”. If yes, answer “Tarasoff Warning Indicated” check box 

“No” or “Yes”. Answer reported to in text box and date. 

 

Victim(s) name and contact information (Tarasoff Warning Details): Enter in text box. 

 

Acts of property damage: Check box “No” or “Yes” If yes, enter most recent date. Use the text box to 

explain any information necessary. 

 

Gravely Disabled: Check box “No” or “Yes”. Use the text box to explain any information necessary. 

 

Current Domestic Violence: Check box “No” or “Yes”. Use the text box to describe situation. 

 

SUBSTANCE USE: Check box: “No” “Yes” “Client Declined to Report”. Enter substances used in 

table provided.  

  

Child/Adult Protective Services Notification Indicated: Check box “No” or “Yes”.  

 

Use text box to indicate “reported to” and “date”. 

  

Specify Domestic Violence Plan: (include Child/Adult Protective Services information) Enter 

information in text box. 

 

Urine Drug Screen: Check box “Positive” “Negative” “Pending” “Refused” “N/A” use text boxes to 

enter any information necessary. 

 

Breathalyzer: Check box “Positive” “Negative” “Pending” “Refused” “N/A” use text boxes to enter 

any information necessary. 

 

Comments Regarding Factors Increasing Risk: Text box is provided to enter any information 

necessary.  

 

Justice System Involvement: Check box “Yes” “No” or “Unknown” If yes, describe recent arrests, 

probation, sex offender information, et cetera in text box provided.  

 

Anasazi Tab 3 

 

INSURANCE: Check box: “No” or “Yes” If yes, select “Medical” Medicare” or “Other Insurance” and 

provide policy information.  

 

OUTCOME/DISPOSITION:  List the referrals made and document the outcome (including plan) in 

the spaces provided.   

 
Referred to: Check all boxes that apply: “ADS” “Hospital/ER” “No Referral” “Other Community 

Services” “Specialty Mental Health Services”. 

 



Referrals: Name of referral is a required field. List address, phone number, person to contact, directions 

and other instructions. 

 

Describe Outcome, Including Plan: Describe the outcome including plan in space provided.  

 
SIGNATURE OF STAFF COMPLETING SCREENING: Enter the name, credential, date and 

Anasazi ID number for the Staff completing the screening.   
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County of San Diego Mental Health Services 

INITIAL SCREENING 

 

 

*Client Name:             *Case #:        

     

*Initial Screening Date:                *Program Name:        

 

 

*Type of Contact:     Telephone  Face-to-Face                

 

Informant Name:  ______________________________       

Relation to Client (Select from Relationship Table located in the Instruction Sheet):  _______________ 

 

*Is the client under 18?   Yes     No     

 

PARENTAL INFORMATION: 

 

Parent Name: ___________________________      

Relationship (Select from Relationship Table located in the Instruction Sheet):   ___________________________ 

Address:__________________________________________ Phone:  _____________________ 

City/State/Zip:  ____________________________________________________________________     

Employment Phone  ____________________________  

Other Information:  For additional responsible parent/guardian(s), enter “See Contacts Field Below”.  Enter any other 

information that might be helpful in this field. 

____________________________________________________________________________________________________

____________________________________________________________________________________________________  
 

LEGAL INFORMATION 

 

Legal Consent: (Select from Legal Status Table located in the Anasazi User Manual)  ___________________

 If other:  _____________________________________ 

Responsible Person:  _________________________________ 

Relationship (Select from Relationship Table located in the Anasazi User Manual)  ______________________ 

Address ______________________________________________ Phone: ___________________ 

City/State/Zip: ___________________________________________________________________ 

Employment Phone:  _____________________________ 

Other Information Enter other information as needed. For AB2726 clients, enter the party who has educational signing 

rights. For example: “John Smith has Educational Rights”. 
____________________________________________________________________________________

____________________________________________________________________________________ 

 

CLIENT INFORMATION: 

 

Client’s Physical Address: _____________________________________________________________ 

City/State/Zip: ______________________________________________________________________ 

Home Phone: ______________________ Work Phone:  ________________________ 

Whom can we call back? _________________________________________________________ 

 

*PRESENTING PROBLEM:  Include precipitating factors that led to deterioration/behaviors.  Describe events in 

sequence leading to present visit.   Describe primary complaint and history of present illness. Summary of client’s request for 



Client Name:   Case #: 

 

Initial Screening Date: Program Name:  
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services including client’s most recent baseline and a subjective description of the problem/needs.  Include observable and 

measurable impairing behavior, including experiences of stigma and prejudice, if any. 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

*Urgency Level:    Routine  Emergency        Urgent       Unspecified/Unknown 

 

 Initiate Second Effort                     Assigned Staff: _____________________________________ 

 

Date Second Effort Initiated:  _____________________ 

Comments for Second Effort:  ____________________________________________________ 

 

* Client Requests/Needs:  Check all that apply: 

 

 Psychiatric Assessment  Psychotherapy  Mental Health Assessment   Other 

 

 

Is client currently taking medications:        Yes       No 

 

 

History of Treatment:          Outpatient         Inpatient           Psychiatric Medications 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

POTENTIAL FOR HARM/RISK ASSESSMENT 

 

*Current Suicidal Ideation?   No  Yes  Unknown/Refused 

Specify plan (vague, passive, imminent): 

______________________________________________________________________________

______________________________________________________________________ 

Med Start Date Is Date  

Estima-

ted 
Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pre-

scribed? 
Y, N or 

Unk 

Prescribing 

Physician 

Name 

** Refills Stop Date Reason for 

Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 



Client Name:   Case #: 

 

Initial Screening Date: Program Name:  
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Access to Means?  No  Yes  Unknown/Refused 

 

Describe:  ___________________________________________________________ 

 

Previous Attempts?   No  Yes  Unknown/Refused 

Describe:  ___________________________________________________________ 

 

Does the client agree not to hurt self or to seek help prior to acting on suicidal impulse? 

   No  Yes  Unknown/Refused 

Explain:  ____________________________________________________________ 

 

*Current Homicidal Ideation?  No  Yes  Unknown/Refused 

Specify plan (vague, intent, with/without means): 

______________________________________________________________________________

______________________________________________________________________ 

 

Identified Victim(s)?     No     Yes     Tarasoff Warning Indicated?   No     Yes 

 

Reported To: ___________________________Date:  ________________ 

 

Victim(s) name and contact information {Tarasoff Warning Details): 

______________________________________________________________________________

______________________________________________________________________ 

 

Acts of Property Damage?     Yes           No         Most Recent Date: ____________________ 

 ______________________________________________________________________________

______________________________________________________________________ 

 

Gravely Disabled?     Yes      No    

__________________________________________________________________________ 

 

*Current Domestic Violence:            No       Yes 

Describe situation:   

______________________________________________________________________________

______________________________________________________________________ 

 

Child/Adult Protective Services Notification Indicated?  No       Yes 

Reported to: _____________________________________Date:  _______________ 

 

 

Specify Domestic Violence Plan (include Child/Adult Protective Services information): 

______________________________________________________________________________

______________________________________________________________________________

__________________________________________________________________ 

             

*Substance Use?      No    Yes     Client declined to report   

 



Client Name:   Case #: 

 

Initial Screening Date: Program Name:  
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If Yes, specify substances used: 
Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

 

Urine Drug Screen:        Positive    Negative    Pending    Refused    N/A 

 __________________________________________________________________________ 

 

Breathalyzer:                 Positive    Negative    Pending    Refused    N/A 

 __________________________________________________________________________ 

 

Comments Regarding Factors Increasing Risk:  

____________________________________________________________________________________

____________________________________________________________________________ 

 

Justice System Involvement?     Yes     No    Unknown 

If yes, describe recent arrests, probation, sex offender information, et cetera: 

______________________________________________________________________________

______________________________________________________________________________

__________________________________________________________________ 

 

 

Insurance: 

  No      Yes        MediCal  ____________________   Medicare  __________________   

 

  Other Insurance:  ____________________________________________________________ 

 

OUTCOME/DISPOSITION 

 

Referred to:  Check all that apply 

 

 ADS  Hospital/ER  No Referral   Other Community Services 

 Specialty Mental Health Services 

 

Referrals 

 *Name  ____________________________ 

 Address  ___________________________ 

 City/State/ZIP  _______________________ 

 Phone  ______________________________ 

 Person to Contact  _____________________ 



Client Name:   Case #: 

 

Initial Screening Date: Program Name:  
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 Directions or Other Instructions ___________________________________________ 

 

Describe Outcome, Including Plan: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

 

Signature of Staff Completing Screening:  

 

_________________________________  Date _____________   Time ___________ 

Signature   
 

Printed Name __________________________________ Anasazi ID number ___________ 
         



San Diego County Mental Health Services 

INITIAL SCREENING -- ESU 

Instructions 

 

Anasazi Tab 1: 

 

TYPE OF CONTACT: This is a required field. Check box: “Telephone” “Face-to-Face”. 

 

PROGRAM:  Enter your full program name in the space provided. 

 

INFORMANT NAME: Enter the name of the person providing the information for the assessment. 

 

RELATION TO CLIENT: Using the table below, enter the information on the form in the space 

provided. 

 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 

Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece NBio 

Niece – Non-

biological 

Aunt NoBio Aunt – Non-biological Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Adop Brother – Adopted GDaug Nbio 

Granddaughter – Non-

biological Signif Oth Significant Other 

Bro Bio Brother – Biological GrFa Bio 

Grandfather – 

Biological Sig Supp 

Significant Support 

Person 

Bro Foster Brother – Foster GrFa NBio 

Grandfather – Non-

biological Sis Adopt Sister – Adopted 

Bro InLaw Brother – In-Law GrMo Bio 

Grandmother – 

Biological Sis Bio Sister – Biological 

Bro Step Brother – Step GrMo Nbio 

Grandmother – Non-

biological Sis Foster Sister – Foster 

Cous Bio Cousin – Biological GrSon Bio Grandson – Biological Sis In Law Sister – In-Law 

Cous Nbio 

Cousin – Non-

biological GrSon Nbio 

Grandson – Non-

biological Sis Step Sister – Step 

Daug Adopt Daughter – Adopted Husband Husband Son Adopt Son – Adopted 

Daug Bio Daughter – Biological Mother Ado Mother – Adopted Son Bio Son – Biological 

Daug Foster Daughter – Foster Mother Bio Mother – Biological Son Foster Son – Foster 

Daug InLaw Daughter – In-Law Mother Fos Mother – Foster Son In Law Son – In-Law 

Daug Step Daughter – Step Mo In Law Mother – In-Law Son Step Son – Step 

Dom Partner Domestic Partner Mo Step Mother – Step Uncle Bio Uncle – Biological 

Fath Adop Father – Adopted Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Bio Father – Biological Neph NBio 

Nephew – Non-

biological Wife Wife 

Fath Fost Father – Foster Niece Bio Niece – Biological   

 

IS CLIENT UNDER 18? This field is required. Check box “Yes” or “No”. 

 

PARENTAL INFORMATION: Enter parent name, relationship (select from relationship table above) 

address, home phone, employment phone, and any other information that might be helpful.  

 

SIGNIFICANT SUPPORT PERSONS: Include name, relationship and phone in space provided.  

 

 

 

 

 

 



LEGAL INFORMATION:  

 

Legal Consent: Select from the LEGAL STATUS table located in the Anasazi user manual. If status is 

different from the table, explain.  

 

Responsible Person: Enter the name of the responsible person. 

 

Relationship to the client: Enter the relationship to the client (select from relationship table located in 

the Anasazi user manual).  

 

Enter address, home phone, employment phone and any other information that might be helpful. 

 

CLIENT INFORMATION: Enter client’s physical address, home phone and work phone.  

 

SCHOOL ATTENDING, CURRENT GRADE, WHOM CAN WE CALL BACK?:  Enter the 

appropriate information in space provided.  

 

PRESENTING PROBLEM: Include precipitating factors that led to deterioration/behaviors.  Describe 

events in sequence leading to present visit. Describe primary complaint and summary of client’s request 

for services including client’s most recent baseline and a subjective description of the problem/needs.  

Include observable and measurable impairing behaviors.  Include information on 5150 and Police 

transport. 

 

URGENCY LEVEL:  This is a required field. Indicate the appropriate urgency level by selecting the 

appropriate check box: “Routine” “Emergency” “Urgent” “Unspecified/Unknown”. 

 

CURRENTLY ON 5150:  Check box: “No” “Yes”. If Yes, specify: “Danger to Self” “Danger to 

Others” “Gravely Disabled”   

 

CLIENT REQUESTS/NEEDS:  Check all that apply.  

 

Description ID 

Psychiatric Assessment P 

Psychotherapy T 

Mental Health Assessment M 

Other O 

 

CURRENT MEDICATIONS:  Indicate if client is currently taking medications by selecting the 

appropriate check-boxes “Yes” or “No”. If client is taking psychotropic medications enter in medication 

table provided in the form.  

 

CURRENT THERAPIST/CLINICIAN: Enter current therapist or clinician in space provided.  

 

HISTORY OF TREATMENT:  Check box:  “Outpatient” “Inpatient” or “Psychiatric Medications” by 

selecting the appropriate check-boxes.  Provide a narrative description in the space provided.   

 

 

 

 

 

 

 

 



Anasazi Tab 2 

 

POTENTIAL FOR HARM/RISK:   
 

Current suicidal ideation: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the 

text box to specify plan “Vague” “Passive” “Imminent”. 

 

Access to Means: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box 

to describe any information necessary. 

 

Previous Attempts: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text 

box to describe any information necessary. 

 

Does client agree not to hurt self or to seek help prior to acting on suicidal impulse: Mark the 

appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box to explain any information 

necessary. 

 

Current homicidal ideation: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use 

the text box to specify plan “Vague” “Intent” “With/without means”. 

  

Identified Victim: Check box “No” or “Yes”. If yes, answer “Tarasoff Warning Indicated” check box 

“No” or “Yes”. Answer reported to in text box and date. 

 

Victim(s) name and contact information (Tarasoff Warning Details): Enter in text box. 

 

Acts of property damage: Check box “No” or “Yes” If yes, enter most recent date. Use the text box to 

explain any information necessary. 

 

Gravely Disabled: Check box “No” or “Yes”. Use the text box to explain any information necessary. 

 

Current Domestic Violence: Check box “No” or “Yes”. Use the text box to describe situation. 

  

SUBSTANCE USE: Check box: “No” “Yes” “Client Declined to Report”. Enter substances used in 

table provided.  

 

Child/Adult Protective Services Notification Indicated: Check box “No” or “Yes”.  

 

Use text box to indicate “reported to” and “date”. 

  

Specify Domestic Violence Plan: (include Child/Adult Protective Services information) Enter 

information in text box. 

 

Urine Drug Screen: Check box “Positive” “Negative” “Pending” “Refused” “N/A” use text boxes to 

enter any information necessary. 

 

Breathalyzer: Check box “Positive” “Negative” “Pending” “Refused” “N/A” use text boxes to enter 

any information necessary. 

 

Comments Regarding Factors Increasing Risk: Text box is provided to enter any information 

necessary.  

 

Justice System Involvement: Check box “Yes” “No” or “Unknown” If yes, describe recent arrests, 

probation, sex offender information, et cetera in text box provided.  



 

 

 

Anasazi Tab 3 

 

SOCIAL SECURITY NUMBER: Enter client’s social security number.  

 

INSURANCE: Check box: “No” or “Yes” If yes, select “Medical” Medicare” or “Other Insurance” and 

provide policy information.  

 

OUTCOME/DISPOSITION:  List the referrals made and document the outcome (including plan) in 

the spaces provided.   

 

Referred to: Check all boxes that apply: “ADS” “Hospital/ER” “No Referral” “Other Community 

Services” “Specialty Mental Health Services”. 

 

Referrals: Name of referral is a required field. List address, phone number, person to contact, directions 

and other instructions. 

 

Describe Outcome, Including Plan: Describe the outcome including plan in space provided.  

 

SIGNATURE OF STAFF COMPLETING SCREENING: Enter the name, credential, date and 

Anasazi ID number for the Staff completing the screening.   
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County of San Diego Mental Health Services 

INITIAL SCREENING-ESU 

 

*Client Name: ___________________________________ *Case Number:  ________________ 

*Assessment Date: _____________ *Program Name: _________________________________ 

 

 

*Type of Contact:     Telephone  Face-to-Face                

 

Informant Name:  ______________________________       

Relation to Client (Select from Relationship Table located in the Instruction Sheet):  _______________ 

 

*Is the client under 18?   Yes     No     

 

PARENTAL INFORMATION: 

 

Parent Name: ___________________________      

Relationship (Select from Relationship Table located in the Instruction Sheet):   ___________________________ 

Address:__________________________________________ Phone:  _____________________ 

City/State/Zip:  ____________________________________________________________________     

Employment Phone  ____________________________  

Other Information:  For additional responsible parent/guardian(s), enter “See Contacts Field Below”.  Enter any other 

information that might be helpful in this field. 

____________________________________________________________________________________________________

____________________________________________________________________________________________________  
 

Significant Support Persons  Include Name, Relationship and Phone: 

___________________________________________________________________________________ 

 

LEGAL INFORMATION 

 

Legal Consent: (Select from Legal Status Table located in the Anasazi User Manual)  ___________________

 If other:  _____________________________________ 

Responsible Person:  _________________________________ 

Relationship (Select from Relationship Table located in the Anasazi User Manual)  ______________________ 

Address ______________________________________________ Phone: ___________________ 

City/State/Zip: ___________________________________________________________________ 

Employment Phone:  _____________________________ 

Other Information Enter other information as needed. For AB2726 clients, enter the party who has educational signing 

rights. For example: “John Smith has Educational Rights”. 
____________________________________________________________________________________

____________________________________________________________________________________ 

 

CLIENT INFORMATION: 

 

Client’s Physical Address: _____________________________________________________________ 

City/State/Zip: ______________________________________________________________________ 

Home Phone: ______________________ Work Phone:  ________________________ 

School Attending: __________________________________________Current Grade:  __________ 

 



Client Name:              Case #   

 

Date of Initial Screening:    Program Name:  

  Page 2 of 5 

Whom can we call back? _________________________________________________________ 

 

*PRESENTING PROBLEM:  Include precipitating factors that led to deterioration/behaviors.  Describe events in 

sequence leading to present visit.   Describe primary complaint and summary of client’s request for services including 

client’s most recent baseline and a subjective description of the problem/needs.  Include observable and measurable impairing 

behaviors.  Include information on 5150 and Police transport. 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

*Urgency Level:    Routine  Emergency        Urgent       Unspecified/Unknown 

 

Currently on 5150?     No    Yes 

   Danger to Self  Danger to Others      Gravely Disabled 

 

Client Requests/Needs:  Check all that apply: 

 

 Psychiatric Assessment  Psychotherapy  Mental Health Assessment   Other 

 

Is client currently taking medications:        Yes       No 

 

 

Current Therapist/Clinician (Include Name and Phone Number): 

___________________________________________________________________________________ 

 

History of Treatment:          Outpatient         Inpatient           Psychiatric Medications 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Med Start Date Is Date  

Estima-
ted 

Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pre-
scribed? 

Y, N or 

Unk 

Prescribing 

Physician 
Name 

** Refills Stop Date Reason for 

Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 



Client Name:              Case #   

 

Date of Initial Screening:    Program Name:  
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POTENTIAL FOR HARM/RISK ASSESSMENT 

 

*Current Suicidal Ideation?   No  Yes  Unknown/Refused 

Specify plan (vague, passive, imminent): 

______________________________________________________________________________

______________________________________________________________________ 

             

Access to Means?  No  Yes  Unknown/Refused 

 

Describe:  ___________________________________________________________ 

 

Previous Attempts?   No  Yes  Unknown/Refused 

Describe:  ___________________________________________________________ 

 

Does the client agree not to hurt self or to seek help prior to acting on suicidal impulse? 

   No  Yes  Unknown/Refused 

Explain:  ____________________________________________________________ 

 

*Current Homicidal Ideation?  No  Yes  Unknown/Refused 

Specify plan (vague, intent, with/without means): 

______________________________________________________________________________

______________________________________________________________________ 

 

Identified Victim(s)?     No     Yes     Tarasoff Warning Indicated?   No     Yes 

 

Reported To: ___________________________Date:  ________________ 

 

Victim(s) name and contact information {Tarasoff Warning Details): 

______________________________________________________________________________

______________________________________________________________________ 

 

Acts of Property Damage?     Yes           No         Most Recent Date: ____________________ 

 ______________________________________________________________________________

______________________________________________________________________ 

 

Gravely Disabled?     Yes      No    

__________________________________________________________________________ 

 

*Current Domestic Violence:            No       Yes 

Describe situation:   

______________________________________________________________________________

______________________________________________________________________ 

 

Child/Adult Protective Services Notification Indicated?  No       Yes 

Reported to: _____________________________________Date:  _______________ 

 



Client Name:              Case #   

 

Date of Initial Screening:    Program Name:  
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Specify Domestic Violence Plan (include Child/Adult Protective Services information): 

______________________________________________________________________________

______________________________________________________________________________

__________________________________________________________________ 

             

*Substance Use?      No    Yes     Client declined to report   

 

If Yes, specify substances used: 
Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

 

Urine Drug Screen:        Positive    Negative    Pending    Refused    N/A 

 __________________________________________________________________________ 

 

Breathalyzer:                 Positive    Negative    Pending    Refused    N/A 

 __________________________________________________________________________ 

 

Comments Regarding Factors Increasing Risk:  

____________________________________________________________________________________

____________________________________________________________________________ 

 

Justice System Involvement?     Yes     No    Unknown 

If yes, describe recent arrests, probation, sex offender information, et cetera: 

______________________________________________________________________________

______________________________________________________________________________

__________________________________________________________________ 

 

Social Security #: _____________________________ 

 

Insurance: 

  No      Yes        MediCal  ____________________   Medicare  __________________   

 

  Other Insurance:  ____________________________________________________________ 

 

 

 



Client Name:              Case #   

 

Date of Initial Screening:    Program Name:  
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OUTCOME/DISPOSITION 

 

Referred to:  Check all that apply 

 

 ADS  Hospital/ER  No Referral   Other Community Services 

 Specialty Mental Health Services 

 

Referrals 

 *Name  ____________________________ 

 Address  ___________________________ 

 City/State/ZIP  _______________________ 

 Phone  ______________________________ 

 Person to Contact  _____________________ 

 Directions or Other Instructions ___________________________________________ 

 

Describe Outcome, Including Plan: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Signature of Staff Completing Screening:  

 

_________________________________  Date _____________   Time ___________ 

Signature   
 

Printed Name __________________________________ Anasazi ID number ___________ 
         
         

 

 



BEHAVIORAL HEALTH ASSESSMENTS - EHR 
 

 

2012 

 

 

WHEN: Within 30 calendar days of opening the client’s first consecutive open 

assignment (associated with a notification – follow the system 

notifications).  When significant changes occur the assessment may be 

revised by opening a new assessment, adding the updated information, 

and final approving the assessment.  BHA must be every 12 months at a 

minimum (based on the system notifications). 

 

ON WHOM: All clients receiving mental health services. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse, Nurse Practitioner, or 

Licensed Psychiatry Technician   

Trainee can complete but must be co-signed by one of the above. 

Co-signatures must be completed for the Behavioral Health Assessment 

to be final approved.   
 

NOTE: The children system of care does not allow the BHA be completed by an 

MHRS staff. 

 The adult system of care does allow the BHA be completed by an MHRS 

staff with a co-signature. 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



SAFETY ALERTS - EHR 

 

 

2012 

 

 

WHEN: Safety Alerts should be used by the clinician to alert other clinicians of a 

possible safety risk with the client.  The clinician shall exercise caution 

in selecting from this list as it will be visible on the client Face Sheet.  

The Safety Alert shall be updated when the alert no longer pertains to the 

client. 

   

ON WHOM: ONLY a client requiring a Safety Alert. 

 

COMPLETED BY: Clinical staff that have completed a thorough evaluation of the safety 

risks.  It is expected that clinical staff consult with supervisor and/or 

peers before determining a system-wide Safety Alert is warranted.  

Reminder:  the Safety Alert will be viewed by all programs working with 

the client. 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

 
NOTE:   0-5 Kids, Children, ESU, and TBS: 

The children system of care does not allow the Safety Alert be completed 

by an MHRS staff. 

 

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed. 

 

 

 

 

 

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



San Diego County Mental Health Services 

SAFETY ALERTS 

Instructions 

 

This Form, when completed in Anasazi, will auto-populate the top portion of the Face Sheet.   

 

The Face Sheet in Anasazi is designed to pull information from other forms only and can not be 

changed or updated on its own.  Therefore, any change or update that needs to be made to Safety Alert 

information will require a new Safety Alert form to be completed. 

 

PROGRAM NAME:  Enter your full program name in the space provided. 

 

DATE COMPLETED: Enter the date the information 

 

ALLERGIES AND ADVERS MEDICATION REACTIONS:  Select the appropriate check-box 

from those provided.  If “Yes,” document details in the space provided. 

 

SAFETY ALERTS:  Using the table below, select the appropriate concern(s) and list on the form in the 

spaces provided.  Provide narrative documentation in the space provided. 

 

 

ID Description 

Tarasoff Previous history of Tarasoff 

Con substance Hx of prog shop for control substances 

Suicide Hx of near lethal suicide attempts 

Comnd Hal Command Hallucinations 

Violence History of violence towards staff 

Other Other 

 

 

SIGNATURE: Enter the name, credential, date and Anasazi ID number for the staff completing the 

screening.   

 



Client Name:_________________________ Case #: __________________________ 

Date: _______________________________ *Program Name: __________________ 

______________________________________________________________________________ 

 

San Diego County Mental Health Services 

SAFETY ALERTS 

 

 

*Program Name:  _____________________________________________ 

 

Date Completed:  __________________________________ 

 

*Allergies and Adverse Medication Reactions:    No  Unknown/Not Reported Yes 

 If Yes, specify: ___________________________________________________________ 

     ___________________________________________________________ 

     ___________________________________________________________ 

 

Safety Alerts (Select from Safety Alerts table listed in the Instructions Sheet): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
 

 

 

Signature of Staff Member Obtaining Information: 

 

_________________________________ ____________ __________ 
Signature      Date   Time 
 

_________________________________ _____________________ 
Printed Name      Anasazi ID number 

 

 
Signature of Staff Entering Information (if different from above): 

 

_________________________________ ____________ __________ 
Signature      Date   Time 
 

_________________________________ _____________________ 
Printed Name      Anasazi ID number 

 



BEHAVIORAL HEALTH ASSESSMENTS - EHR 
 

 

2012 

 

 

WHEN: Within 30 calendar days of opening the client’s first consecutive open 

assignment (associated with a notification – follow the system 

notifications).  When significant changes occur the assessment may be 

revised by opening a new assessment, adding the updated information, 

and final approving the assessment.  BHA must be every 12 months at a 

minimum (based on the system notifications). 

 

ON WHOM: All clients receiving mental health services. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse, Nurse Practitioner, or 

Licensed Psychiatry Technician   

Trainee can complete but must be co-signed by one of the above. 

Co-signatures must be completed for the Behavioral Health Assessment 

to be final approved.   
 

NOTE: The children system of care does not allow the BHA be completed by an 

MHRS staff. 

 The adult system of care does allow the BHA be completed by an MHRS 

staff with a co-signature. 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT - ADULT 

Instructions 

 

CLIENT NAME: Required Field     CASE #- Required Field. 

 

ASSESSMENT DATE:  Required Field   PROGRAM NAME- Required Field. 

 

LEGAL STATUS/CASE MANAGER/PAYEE:  Make the appropriate selections for type of conservatorship and case 

management by marking the corresponding check boxes for these items.  Enter payee and probation officer information, if 

applicable, in the spaces provided. 

 

SOURCE OF INFORMATION- Required Field.  Select from the Source of information Table below.  Include the ID 

and Description in your documentation.   If “Other” is selected, please provide information. 

ID Description ID Description 
AB2726 Asr AB2726 Assessor   Other Other 

ADS Prov ADS Recovery Provider Parent LG Parent/Legal Guardian   

Client Client Prev Asst Previous Assessment 

Case Mnager Case Manager   Probation/Parole Officer Probation/Parole Officer 

Conservatr Conservator Soc Worker Social Worker 

Family Family Teacher Teacher/School 

Fos Parent Foster Parent  Therapist Therapist 

MD MD     

 

REPORTS REVIEWED:  Enter any reports used as part of the assessment. 

 

REFERRAL SOURCE:  Enter name of referral source here. 

 

PRESENTING PROBLEMS/NEEDS:  Required field.  Write in the area provided, using the help text as a guide.    

 

PAST PSYCHIATRIC HISTORY:   Required field.  Write in the area provided, using the help text as a guide.    

  

MEDICAL HISTORY:  The “Does client have a Primary Care Physician?” is Required. The “Physical Health Issues” 

prompt is Required. The “allergies and adverse medication reactions” prompt is Required.  

 

For the rest of this section, enter the appropriate check marks and text as indicated.  

For the “Healing and Health” section:   Write in the area provided, using the help text as a guide.    

 

FAMILY HISTORY:   

LIVING ARRANGEMENT:  A Required Field. 

 

Select from the Living Arrangement Table below.  Include the ID and Description in your documentation.   If “Other” is 

selected, please provide information.  

Living Arrangement  
A-House or Apartment 

B-House or Apt with Support 

C-House or Apt with Daily Supervision 

 Independent Living Facility 

D-Other Supported Housing Program 

E-Board & Care – Adult  

F-Residential Tx/Crisis Ctr – Adult 

 

G-Substance Abuse Residential 

 Rehab Ctr  

H-Homeless/In Shelter  

I-MH Rehab Ctr (Adult Locked) 

J-SNF/ICF/IMD 

K-Inpatient Psych Hospital 

L-State Hospital 

M-Correctional Facility  

O-Other  

R-Foster Home-Child 

S-Group Home-Child (Level 1-12) 

T-Residential Tx Ctr-Child (Level 13-14) 

U-Unknown    

V-Comm Tx Facility (Child Locked) 

W- Children’s Shelter 

 

 

THOSE LIVING IN THE HOME WITH THE CLIENT:  List the names and relationship to client, and other 

pertinent information, in the space provided. 

 

HAVE ANY RELATIVES EVER HAD ANY OF THE FOLLOWING CONDITIONS:  For each listed condition, 

enter information from the family members table, if applicable, in the spaces provided.  Leave blank if there are none:  

 



 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 
Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece Bio Niece – Biological 

Aunt NoBio Aunt – Non-biological Fath Step Father-Step Niece NBio 

Niece – Non-

biological 

Bro Adop Brother – Adopted Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Bio Brother – Biological GDaug Nbio 

Granddaughter – Non-

biological Sis Adop Sister-Adopted 

Bro Foster Brother – Foster GrFa Bio 

Grandfather – 

Biological Sis Bio  Sister-Biological 

Bro InLaw Brother – In-Law GrFa NBio 

Grandfather – Non-

biological Sis Foster Sister – Foster 

Bro Step Brother – Step GrMo Bio 

Grandmother – 

Biological Sis InLaw Sister – In-Law 

Cous Bio Cousin – Biological GrMo Nbio 

Grandmother – Non-

biological Sis Step Sister – Step 

Cous Nbio 

Cousin – Non-

biological GrSon Bio Grandson – Biological Son Adopt Son-Adopted 

Daug Adopt Daughter – Adopted GrSon Nbio 

Grandson – Non-

biological Son Bio Son  – Biological 

Daug Bio Daughter – Biological Husband Husband Son Foster Son – Foster  

Daug Foster Daughter – Foster Mother Ado Mother – Adopted Son in Law Son – In-Law 

Daug InLaw Daughter – In-Law Mother Bio Mother – Biological Son Step Son – Step 

Daug Step Daughter – Step Mother Fos Mother – Foster Signif Oth Significant Other 

Dom Partner Domestic Partner Mo In Law Mother – In-Law Sig Supp 

Significant Support 

Person 

Fath Adop Father – Adopted Mo Step Mother – Step Uncle Bio Uncle - Biological 

Fath Bio Father – Biological Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Fost Father – Foster Neph NBio 

Nephew – Non-

biological Wife Wife 

 
 

Include relevant family information impacting the client:  (Further explain family member’s involvement in substance 

use) 

 

EDUCATIONAL/EMPLOYMENT HISTORY:  Check all “Areas of Concen” boxes that apply.  Complete the other 

prompts as applicable. 

 

MILITARY HISTORY:  Enter requested information in the spaces provided. 

 

CULTURAL INFORMATION:  Write in the area provided. 

 

SEXUAL ORIENTATION/GENDER IDENTITY:  Select from choices available.   

 

SOCIAL HISTORY:    Check all boxes as applicable.  Give explanations for all “yes” answers. For Family/Community 

support system, include alternate relationship support, if any, for mental health and/or substance use such as 

supportive/community groups, AA/NA. For Religious/Spiritual issues, document if religion/spirituality is important in a 

client’s life and/or a source of strength. Describe persons and practices, and how they are important. For Justice System 

Involvement, describe what system, extent, probation/parole, time served, etc.   

 

HISTORY OF VIOLENCE:  Check all boxes as applicable.  Give explanations for all “yes” answers 

 

SUBSTANCE USE INFORMATION: This is a Required Field. Check all boxes as applicable. Give explanations for 

all “yes” answers.  

 

Educate the client regarding the effects of smoking by reading the following statement: “Smoking is a serious health risk 

that may lead to lung cancer, cardiovascular disease and the possibility of premature death.” Indicate you have provided 

this advisement by selecting the “Yes” check box. 

 



MMSE (Mini Mental Status Exam): Enter 2 digit code 

 

 

FUNCTIONAL ASSESSMENT:  Enter a narrative description for each item listed in the spaces provided.  Check boxes 

are listed for Somatic Safety and Basic Self-Care.   

 Address if housing is at risk. 

 

RECENT DEATHS, DEATH ANNIVERSAIRIES:  List information in the spaces provided. 

 

DECISION MAKER:  Indicate the Name and Relationship in the spaces provided, if applicable. 

 

FAMILY LEVEL OF INVOLVEMENT:  Indicate by marking the appropriate check box. 

 

PRIMARY CARE GIVER/ CAREGIVER RESOURCES KNOWN OF -- USED:  Include relevant name(s) and other 

information in the space provided. 

 

CAREGIVER BURDEN LEVEL:  Indicate by marking the appropriate check boxes. 

    

ILLNESS MANAGEMENT:  Indicate answers by selecting the appropriate check boxes. 

 

RECOMMENDATIONS:  Check the appropriate boxes, as indicated. 

 

 

MENTAL STATUS, CASE MANAGEMENT, POTENTIAL FOR HARM, STRENGTHS, AREAS OF NEED:  

Provide answers for items in these domains by selecting the appropriate check boxes or entering requested text in the 

spaces provided.  Consult form Help Texts as available. 

 

 

 

DIAGNOSIS  

If making or changing a diagnosis, complete the current Diagnosis Form and attach 

to this Behavioral Health Assessment. 

 
 

 

    Anasazi Tab 8:  “BHA Signature Page” 

 

CLINICAL CONCLUSION:  Document justification and medical necessity in the space provided, using the form’s 

Help Text as a guide. 

 

 RECOMMENDATIONS/MEDICAL NECESSITY MET:  Check the appropriate boxes, as indicated. 

 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE:  Provide the dates and check each item 

as completed. 

 

Signatures: The clinician completing the form will sign his/her name with credential on the signature line, and print their 

name on the second line.  Date and Anasazi Staff ID number are documented at the appropriate prompts.     

 

When a clinician needs a co-signature, a qualified clinician will sign, print name, date and enter Anasazi Staff ID as 

indicated. Refer to Scope of Practice to identify who needs a co-signature. 
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San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT – ADULT 

 

*Client Name:  __________________________________ *Case #: __________________________  

 

*Assessment Date: __________  * Program Name: _______________________________________ 

 

 

LEGAL STATUS/CASE MANAGER/PAYEE 

Conservator:  LPS  Probate Temporary  None 

Case Manager: Intensive FSP  Institutional  SBCM  

None:  ____________________      

Payee:  _______________________________        

 

Probation Officer: _______________________________________      

 

 

*SOURCE OF INFORMATION   Select from Source of Information Table located in the Instructions sheet 

  

 ______________________________________________________________________________________ 

 

       If a source other than listed on the “Source of Information” Table, specify 

  __________________________________________________________________

  

 Reports Reviewed: ________________________________________________________ 

            Referral Source:  __________________________________________________________ 

 

 

*PRESENTING PROBLEMS/NEEDS   Include precipitating factors that led to deterioration/behaviors.  

Describe events in sequence leading to present visit.   Describe primary complaint and history of present illness.  Summary 

of client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  

Include observable and measurable impairing behaviors; include experiences of stigma and prejudice, if any. 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

*PAST PSYCHIATRIC HISTORY   Previous history of symptoms and/or mental health treatment.  Describe in 

chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric 

treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods 

of stability and the characteristics of those periods.  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
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MEDICAL HISTORY:  

*Does client have a Primary Care Physician? No Yes  Unknown   

If No, has client been advised to seek primary care? No Yes   

Primary Care Physician: _____________________________________________________ 

Phone Number: ___________________________________________________ 

  Seen within the last:   6 months     12 months     Other: _______________  

 

Hospital of choice (physical health):  ___________________________________________ 

 

Been seen for the following (provide dates of last exam):   

  Dental exam:  __________    

  Hearing exam: __________   

  Vision exam:  __________ 

 

*Physical Health issues:    None at this time Yes 

  If Yes, specify: ___________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________ 

  

       Is condition followed by Primary Care Physician?  No   Yes N/A 

 

Physical health problems affecting mental health functioning:   

_________________________________________________________________________

_________________________________________________________________________ 

  

Head injuries:  No Yes 

 

If Yes, specify:  _________________________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

 

Medical and/or adaptive devices: ______________________________________________ 

 

Significant Developmental Information (when applicable): _________________________ 

________________________________________________________________________ 

   

*Allergies and adverse medication reactions:  No  Unknown/Not Reported   Yes

 If Yes, specify: _________________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________ 
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Medications (Active and Current Inactivations): 
Med Start Date Is Date  

Estimated 
Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pre-
scribed? 

Y, N or 

Unk 

Prescribin

g 
Physician 

Name 

** Refills Stop Date Reason 

for 
Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 

 

Other prescription medications:  None  Yes: _________________________________ 

      

 

Herbals/Dietary Supplements/Over the counter medications:  None  Yes:   

       _________________________________________________________________________ 

       _________________________________________________________________________ 

 

Healing and Health:  Alternative healing practices and beliefs.  Apart from mental health professionals, who or what 

helps client deal with disability/illness and/or to address substance use issues?  Describe.   

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

FAMILY HISTORY:   

*Living Arrangement: Select from Living Arrangement table listed in the Instructions Sheet 

_________________________________________________________________________ 
 

Those living in the home with client: ___________________________________________ 

_________________________________________________________________________ 
 

Have any relatives ever had any of the following conditions 
Select from Relatives table listed in the Instructions Sheet 

.  

Substance abuse or addiction: ______________________________________________  

Other addictions: ________________________________________________________ 

Suicidal thoughts, attempts: ________________________________________________ 

Emotional/mental health issues: ____________________________________________ 

Mental retardation: ______________________________________________________ 

Developmental delays: ___________________________________________________ 

Arrests: _______________________________________________________________ 

 

Include relevant family information impacting the client: ___________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 
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EDUCATIONAL/EMPLOYMENT HISTORY:   

 

Area(s) of concern:  Academic  Employment    

No issue reported Other: __________________________ 

Last grade completed: _____        

Is Client AB2726:    Yes     No 

Socio-economic factors: 

Occupation:  ___________________________________________________________ 

Last date worked: _______________________________________________________ 

Income source and level: _________________________________________________ 

History of volunteer work: ________________________________________________ 

 

 

MILITARY HISTORY: 

 Branch: ___________________________ Date of Service:  __________________________  

 Discharge status:  _____________________________________________________________  

 Impact of service/combat history:  ________________________________________________   

 

 

CULTURAL INFORMATION:  Specific cultural explanations for symptoms of behavior.  Include immigration 

history and acculturation. 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

SEXUAL ORIENTATION/GENDER IDENTITY: 

 Select One: 

Heterosexual        Lesbian        Gay Male         Bisexual                    Transgender  

Questioning         Intersex        Other                Decline to State         Deferred  

 

   Clinical Considerations 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

SOCIAL HISTORY: 

Peer/Social Support    None reported  Yes: ______________________ 

 

Sexual concerns:    None reported  Yes: ______________________ 

 

Substance use by peers:    None reported  Yes: ______________________ 

 

Gang affiliations:    None reported  Yes: ______________________ 

 



Client Name: ______________________________     Case #  ________________________________ 

 

Assessment Date  ______________  Program Name  _______________________________________ 

     Page 5 of 16 

 

Family/community support system:   None reported  Yes: ______________________ 

 

Religious/spiritual issues:     None reported  Yes: ______________________ 

 

Justice system involvement:     None reported  Yes: ______________________ 

 

Experience of stigma, prejudice, or barriers to accessing services:   

     None reported Yes: ______________________ 

 

 

HISTORY OF VIOLENCE:  

History of domestic violence:        None reported  Yes: __________ 

History of significant property destruction:    None reported  Yes: __________ 

History of violence:       None reported  Yes: __________ 

History of abuse:        None reported  Yes: __________ 

Abuse reported:       N/A      No           Yes: __________  

 

Experience of traumatic event/s:    No     Yes   Unknown/not reported 

If Yes: ________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

 

SUBSTANCE USE INFORMATION:  

*History of Substance Use?     No   Yes    Client Declined to Report   

 

(if yes, specify substances used)    

 
Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

 

The client has been advised that smoking is a serious health risk that may lead to lung cancer, 

cardiovascular disease and the possibility of premature death.   

   Yes   N/A  

When applicable, outline how substance use impacts current level of functioning:  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 
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History of substance use treatment:  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

      

Recommendation for further substance use treatment:   No    Yes   Not applicable 

If Yes: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 

Quadrant:  (CCISC – trained program/staff only) 

 Q. I:  Low / Low              Q. II:  High / Low            

 Q III:  Low / High            Q. IV:  High / High  

 

Stages of Change: (CCISC – trained program/staff only) 

   Pre-Contemplation  Contemplation  

 Preparation/Determination Action    

 Maintenance  

 

Gambling: 

 Have you ever felt the need to bet more and more money?  No Yes  

Have you ever had to lie to people important to you about how much you gambled?  

         No Yes 

 

MMSE:  _____ 

 

 

FUNCTIONAL ASSESSMENT: 

 

Personal care skills:   

____________________________________________________________________________

____________________________________________________________________________ 

 

 

Activities daily living: 

____________________________________________________________________________

____________________________________________________________________________ 

 

Community living skills: 

____________________________________________________________________________

____________________________________________________________________________  

 

Social skill: 

____________________________________________________________________________

____________________________________________________________________________ 
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Community educational/work activities:  

____________________________________________________________________________

____________________________________________________________________________ 

 

Somatic safety:   

 

Careless smoking AWOL Assault Fire setting 

 Inappropriate sexual behavior 

 

Basic self-care:   

 Incontinence  Other ______________________________________________ 

 

Housing at risk:     No   Yes   

 

Recent Deaths:  

____________________________________________________________________________

____________________________________________________________________________  

  

Death Anniversaries:   

____________________________________________________________________________

____________________________________________________________________________  

  

Decision Maker:    

Name: _______________________________     Relationship:  ___________________  

      

  Family level of involvement:   

 Very High   High   Medium   Low 

 

Primary caregiver: ____________________________________________________________  

 

Caregiver resources known of/used:  

____________________________________________________________________________

____________________________________________________________________________ 

      

 Caregiver burden level:     Mild      Moderate        Severe 

 

ILLNESS MANAGEMENT: 

Access to treatment (transportation):  Yes  No        

 

Knowledge of mental health status:  Yes  No        

 

Engagement in treatment:    Yes  No        

 

Knowledge of illness:    Yes  No        
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RECOMMENDATIONS: 

 Services: 

  Acute Inpatient    Partial Hospital Day Treatment 

  Individual/Group Therapy   Case Management 

  Psycho-social/Educational    Other _______________________________________ 

Activities    

 

 Living Situation: 

  Independent Living    Assisted Living 

  Residential     SNF 

  Other _____________________________________________________________________ 

 

 

MENTAL STATUS EXAM 

 Unable to assess at this time.  

 

Level of Consciousness 

  Alert        Lethargic       Stuporous 

Orientation 

  Person      Place      Day      Month      Year      Current Situation 

  All Normal      None 

Appearance 

  Good Hygiene  Poor Hygiene  Malodorous   Disheveled 

  Reddened Eyes  Normal Weight  Overweight   Underweight 

Speech 

  Normal  Slurred      Loud    Soft     Pressured     

             Slow  Mute 

Thought Process 

  Coherent    Tangential     Circumstantial    Incoherent  Loose Association 

Behavior 

  Cooperative  Evasive   Uncooperative    Threatening   Agitated     Combative 

Affect 

 Appropriate    Restricted     Blunted  Flat      Labile   Other  

Intellect 

  Average  Below Average  Above Average  Poor Vocabulary 

  Poor Abstraction  Paucity of Knowledge  Unable to Rate 

Mood 

  Euthymic  Elevated  Euphoric  Irritable     Depressed     Anxious 

Memory 

  Normal  Poor Recent   Poor Remote         Inability to Concentrate 

  Confabulation  Amnesia 

Motor 

  Age Appropriate/Normal  Slowed/Decreased   Psychomotor Retardation 

 Hyperactive   Agitated     Tremors     Tics    Repetitive Motions     
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Judgment 

  Age Appropriate/Normal      Poor              Unrealistic  

  Fair               Limited                   Unable to Rate 

Insight 

  Age Appropriate/Normal   Poor     Fair      Limited       Adequate    Marginal 
  

Command Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Auditory Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Visual Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Tactile Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Olfactory Hallucinations 

 No  Yes, specify: ___________________________________________________ 

 

Delusions 

 No  Yes, specify: ___________________________________________________ 

 

Other observations/comments when applicable:  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

CASE MANAGEMENT (not applicable to all programs) 

 

STRENGTHS/SUPPORT SYSTEMS: 
Strengths Model is protected by Copyright (Charles A. Rapp, Ph.D. at the University of Kansas.) Used by San Diego 

County Mental Health Services with permission. 

 

Daily Living Situation 

 Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 
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Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

Financial/Insurance 

Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 

Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

  

Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

Vocational/Educational 

Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

 Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

Social Supports 

Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

 Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________   

____________________________________________________________________________ 
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Health 

Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

 

Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________      

____________________________________________________________________________ 

 

 

Leisure/Recreational 

 Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

 Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

Spiritual/Cultural 

Current Status (What is going on today? What is available now?)  

____________________________________________________________________________

____________________________________________________________________________ 

 

 Client’s Desires and Aspirations (What do I want?)   

____________________________________________________________________________

____________________________________________________________________________ 

 

 Resources – Social and Personal (What have I used in the past?)  

____________________________________________________________________________ 

____________________________________________________________________________ 

 

Client Priorities (How does the client prioritize the areas above in importance?)        

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
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POTENTIAL FOR HARM/RISK ASSESSMENT 

*Current Suicidal Ideation?   No   Yes  Unknown/Refused 

Specify plan (vague, passive, imminent): 

____________________________________________________________________________

____________________________________________________________________________

            

Access to Means?   No  Yes  Unknown/Refused 

Describe:   

______________________________________________________________________

______________________________________________________________________ 

 

Previous Attempts?    No  Yes  Unknown/Refused 

 

 

Describe:        

______________________________________________________________________

______________________________________________________________________ 

 

Does the client agree not to hurt self or to seek help prior to acting on suicidal impulse? 

      No  Yes  Unknown/Refused 

Explain:   

______________________________________________________________________

______________________________________________________________________ 

 

*Current Homicidal Ideation?  No  Yes  Unknown/Refused 

 

Specify plan (vague, intent, with/without means): 

____________________________________________________________________________

____________________________________________________________________________  

  

Identified Victim(s)?    No   Yes     Tarasoff Warning Indicated?   No     Yes 

Reported To: ______________________________________  Date: _____  

 

Victim(s) name and contact information (Tarasoff Warning Details): 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________  

 

Acts of Property Damage?     Yes      No         Most Recent Date: _____________________ 

 

__________________________________________________________________________________ 

 

Gravely Disabled?   Yes      No    

_________________________________________________________________________________
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*Current Domestic Violence:   No       Yes 

Describe situation:   

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

Child/Adult Protective Services Notification Indicated?  No       Yes 

Reported to: ____________________________________________ Date: _____ 

 

Specify Domestic Violence Plan (include Child/Adult Protective Services information): 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

Urine Drug Screen:   Positive    Negative    Pending    Refused    N/A 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Breathalyzer:   Positive    Negative    Pending    Refused    N/A 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Comments Regarding Factors Increasing Risk: ____________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Justice System Involvement?     Yes     No    Unknown 

If yes, describe recent arrests, probation, sex offender information, et cetera: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________  

 

ASSESSMENT OF STRENGTHS 

 

*I have considered the client’s strengths:   Yes  No 

If no, explain:        

 

Check all that apply 

Optimism/Hope  Yes  No Hobbies/Special Interests  Yes  No 

Sense of Meaning  Yes  No Goal Directed/Motivated  Yes  No 

Faith/Spirituality  Yes  No Compassion/Altruism  Yes  No 

Empathy/Caring  Yes  No Stable Family Life  Yes  No 

Resourcefulness  Yes  No Communication  Yes  No 

Self-Efficacy/Mastery  Yes  No Internal Locus of Control  Yes  No 

Academic History  Yes  No Sense of Empowerment  Yes  No 
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Daily Living Skills  Yes  No Work History  Yes  No 

Self-Awareness  Yes  No Living Environment  Yes  No 

Flexibility  Yes  No Positive Identity  Yes  No 

Sense of Humor  Yes  No Adaptive Distancing/Resistance  Yes  No 

Responsiveness  Yes  No Planning  Yes  No 

Support System  Yes  No Insight/Critical Thinking  Yes  No 

Open to Change  Yes  No Previous Positive Experience in Treatment  Yes  No 

   Utilizes Agreed-Upon Treatment Recommendations  Yes  No 

 

AREAS OF NEED 

List of Problems: (Check all that apply) 
Abuse/Addiction: Substance/Non-Substance    Yes   No 

Basic Needs: Food, Clothing, Shelter     Yes   No 

Education        Yes   No 

Emotional-Behavioral/Psychiatric     Yes   No 

Family Stress        Yes   No  

Financial        Yes   No 

Identity Issues: Cultural/Gender      Yes   No 

Intimate Relationships       Yes   No 

Lack of Physical Health Care      Yes   No 

Legal         Yes   No 

Meaningful Role (tied to self-determination)    Yes   No  

Neglect/Abuse        Yes   No 

Neurological/Brain Impairment      Yes   No 

Physical Health Problems      Yes   No 

Potential for Harm: Self/Others      Yes   No 

Social Functioning       Yes   No  

Spiritual        Yes   No 

Stress         Yes   No 

Trauma         Yes   No  

Vocational/Employment      Yes   No 

 

DIAGNOSIS   If making or changing a diagnosis, complete the current Diagnosis Form and 

attach to this Behavioral Health Assessment. 

 

CLINICAL CONCLUSION:    Justification for diagnosis and medical necessity.  Summarize and integrate all information 

gathered from other sources to render clinical judgments regarding intensity, length of treatment and recommendations for services.  

Clearly state those emotional or behavioral symptoms that interfere with normal functioning.  Include evaluation of client’s ability and 

willingness to solve the presenting problems, addressing both mental health and substance issues from an integrated perspective. 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
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__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

Medical Necessity Met:   No  Yes 

 

When “No,” note date NOA-A issued [Medi-Cal clients only]: ____________ 
 

 

 

 

 

 

 
 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE?  Yes    Date: ______ 

Local mental health program shall inform Clients receiving mental health services, including parents or guardians of 

children / adolescents, verbally or in writing that: 

 Acceptance and participation in the mental health system is voluntary and shall not be considered a prerequisite for 

access to other community services; 

 They retain the right to access other Medi-Cal or Short Doyle/Medi-Cal reimbursable services and have the right 

to request a change of provider, staff person, therapist, and/or case manager.  

 Guide to Medi-Cal Mental Health Services was explained and offered on:  ______ 

 Grievance and Appeal Process explained and Brochure with form fill and envelope offered on: ______ 

 Provider List explained and offered on:  ______ 

 Mental Health Plan’s Notice of Privacy Practices (NPP) was offered on: ______ 

 Language/Interpretation services availability reviewed and offered when applicable on:  ______ 

 Advanced Directive brochure was offered on:  ______ 

 
 
 

Signature of Clinician Requiring Co-signature: 

 

_____________________________________  ____________________________ 

Signature       Date     

    

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number:        
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*Signature of Clinician Completing/Accepting the Assessment:  

 

_____________________________________  ____________________________ 

Signature       Date     

    

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number:        

 

Signature of Staff Entering Information (if different from above): 

 

_____________________________________  ____________________________ 

Signature       Date     

    

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number  



San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT - CHILDREN 

Instructions 
 

CLIENT NAME: Required  Field     CASE #- Required Field. 

 

ASSESSMENT DATE – Required Field.   PROGRAM NAME- Required Field. 

 

 

SOURCE OF INFORMATION- Required Field.  Select from the Source of information Table below.  Include the ID 

and Description in your documentation.   If “Other” is selected, please provide information. 

 

ID Description ID Description 
AB2726 Asr AB2726 Assessor   Other Other 

ADS Prov ADS Recovery Provider Parent LG Parent/Legal Guardian   

Client Client Prev Asst Previous Assessment 

Case Mnager Case Manager   Probation/Parole Officer Probation/Parole Officer 

Conservatr Conservator Soc Worker Social Worker 

Family Family Teacher Teacher/School 

Fos Parent Foster Parent  Therapist Therapist 

MD MD     

 

REPORTS REVIEWED:  Enter any reports used as part of the assessment. 

 

REFERRAL SOURCE:  Enter name of referral source here. 

 

PRESENTING PROBLEMS/NEEDS: Required field.  Write in the area provided, using the help text as a guide.    

 

PAST PSYCHIATRIC HISTORY:  Required field.  Write in the area provided, using the help text as a guide.    

  

MEDICAL HISTORY:  The “Does client have a Primary Care Physician?” is Required. The “Physical Health Issues” 

prompt is Required. The “Allergies and adverse medication reactions” prompt is Required.  

 

For the rest of this section, enter the appropriate check marks and text as indicated.  

For the “Healing and Health” section:   Write in the area provided, using the help text as a guide.    

 

HISTORY OF EARLY INTERVENTION:  Check the appropriate boxes as indicated.  Describe results in the space 

provided. 

 

FAMILY HISTORY:   

 

LIVING ARRANGEMENT:  A Required Field. 

 

Select from the Living Arrangement Table below.  Include the ID and Description in your documentation.   If “Other” is 

selected, please provide information.  

  

Living Arrangement  
A-House or Apartment 

B-House or Apt with Support 

C-House or Apt with Daily Supervision 

 Independent Living Facility 

D-Other Supported Housing Program 

E-Board & Care – Adult  

F-Residential Tx/Crisis Ctr – Adult 

 

G-Substance Abuse Residential 

 Rehab Ctr  

H-Homeless/In Shelter  

I-MH Rehab Ctr (Adult Locked) 

J-SNF/ICF/IMD 

K-Inpatient Psych Hospital 

L-State Hospital 

M-Correctional Facility  

O-Other  

R-Foster Home-Child 

S-Group Home-Child (Level 1-12) 

T-Residential Tx Ctr-Child (Level 13-14) 

U-Unknown    

V-Comm Tx Facility (Child Locked) 

W- Children’s Shelter 

 

 

THOSE LIVING IN THE HOME WITH THE CLIENT:  List the names and relationship to client, and other 

pertinent information, in the space provided. 



 

HAVE ANY RELATIVES EVER HAD ANY OF THE FOLLOWING CONDITIONS:  For each listed condition, 

enter information from the family members table, if applicable, in the spaces provided. Expand below when applicable. 

Leave blank if there are none:  

 

 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 
Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece Bio Niece – Biological 

Aunt NoBio Aunt – Non-biological Fath Step Father-Step Niece NBio 

Niece – Non-

biological 

Bro Adop Brother – Adopted Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Bio Brother – Biological GDaug Nbio 

Granddaughter – Non-

biological Sis Adop Sister-Adopted 

Bro Foster Brother – Foster GrFa Bio 

Grandfather – 

Biological Sis Bio  Sister-Biological 

Bro InLaw Brother – In-Law GrFa NBio 

Grandfather – Non-

biological Sis Foster Sister – Foster 

Bro Step Brother – Step GrMo Bio 

Grandmother – 

Biological Sis InLaw Sister – In-Law 

Cous Bio Cousin – Biological GrMo Nbio 

Grandmother – Non-

biological Sis Step Sister – Step 

Cous Nbio 

Cousin – Non-

biological GrSon Bio Grandson – Biological Son Adopt Son-Adopted 

Daug Adopt Daughter – Adopted GrSon Nbio 

Grandson – Non-

biological Son Bio Son  – Biological 

Daug Bio Daughter – Biological Husband Husband Son Foster Son – Foster  

Daug Foster Daughter – Foster Mother Ado Mother – Adopted Son in Law Son – In-Law 

Daug InLaw Daughter – In-Law Mother Bio Mother – Biological Son Step Son – Step 

Daug Step Daughter – Step Mother Fos Mother – Foster Signif Oth Significant Other 

Dom Partner Domestic Partner Mo In Law Mother – In-Law Sig Supp 

Significant Support 

Person 

Fath Adop Father – Adopted Mo Step Mother – Step Uncle Bio Uncle - Biological 

Fath Bio Father – Biological Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Fost Father – Foster Neph NBio 

Nephew – Non-

biological Wife Wife 

 

Include relevant family information impacting the client:  (Further explain family member’s involvement in 

substance use) 

 

EDUCATIONAL/EMPLOYMENT HISTORY:  Check all “Areas of Concern” boxes that apply.  Complete the other 

prompts as applicable. 

 

CULTURAL INFORMATION:  Write in the area provided. 

 

SEXUAL ORIENTATION/GENDER IDENTITY:  Select from choices available.   

 

SOCIAL HISTORY:    Check all boxes as applicable.  Give explanations for all “yes” answers. For Family/Community 

support system, include alternate relationship support, if any, for mental health and/or substance use such as 

supportive/community groups, AA/NA. For Religious/Spiritual issues, document if religion/spirituality is important in a 

client’s life and/or a source of strength. Describe persons and practices, and how they are important. For Justice System 

Involvement, describe what system, extent, probation/parole, time served, etc.   

 

HISTORY OF VIOLENCE:  Check all boxes as applicable.  Give explanations for all “yes” answers 

 

SUBSTANCE USE INFORMATION:  This is Required.  Check all boxes as applicable, including the CRAFFT. Select 

“No”, “Yes”, or “Client Declined to Report” as it applies to the client. If the client indicates “yes”, in the space provided, 

document name, frequency, amount and other relevant information about the substances the client reports using.  

 



Educate the client regarding the effects of smoking by reading the following statement: “Smoking is a serious health risk 

that may lead to lung cancer, cardiovascular disease and the possibility of premature death.” Indicate that you have 

provided this advisement by selecting the “Yes” check box. 

 

MENTAL STATUS,  POTENTIAL FOR HARM, STRENGTHS, AREAS OF NEED:  Provide answers for items in 

these domains by selecting the appropriate check boxes or entering requested text in the spaces provided.  Consult form 

Help Texts as available. 

 

 

 

 

DIAGNOSIS  

If making or changing a diagnosis, complete the current Diagnosis Form and attach 

to this Behavioral Health Assessment. 

 
 

 

CLINICAL CONCLUSION:  Document justification and medical necessity in the space provided, using the form’s 

Help Text as a guide. 

 

 RECOMMENDATIONS/MEDICAL NECESSITY MET:  Check the appropriate boxes, as indicated. 

 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE:  Provide the dates and check each item 

as completed. 

 

Signatures: The clinician completing the form will sign his/her name with credential on the signature line, and print their 

name on the second line.  Date and Anasazi Staff ID number are documented at the appropriate prompts.     

 

When a clinician needs a co-signature, a qualified clinician will sign, print name, date and enter Anasazi Staff ID as 

indicated. Refer to Scope of Practice to identify who needs a co-signature. 
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 San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT – CHILDREN 

 

*Client Name: _____________________________________       *Case #:  _____________________ 

 

*Assessment Date _____________       * Program Name:  __________________________________   

 

*SOURCE OF INFORMATION  (Select from Source of Information Table located in the Instructions sheet) 

 

______________________________________________________________________________

  

 If a source other than listed on the “Source of Information” Table, specify ____________ 

______________________________________________________________________________ 

 

 Reports Reviewed: ________________________________________________________     

             

Referral Source:___________________________________________________________         

 

*PRESENTING PROBLEMS/NEEDS  (Include precipitating factors that led to deterioration/behaviors.  

Describe events in sequence leading to present visit.   Describe primary complaint and history of present illness.  Summary 

of client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  

Include observable and measurable impairing behaviors; include experiences of stigma and prejudice, if any)   

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________ 

 

*PAST PSYCHIATRIC HISTORY (Previous history of symptoms and/or mental health treatment.  Describe in 

chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric 

treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods 

of stability and the characteristics of those periods)   

 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

     

MEDICAL HISTORY:  

*Does client have a Primary Care Physician? No Yes  Unknown   

If No, has client been advised to seek primary care? No Yes   

Primary Care Physician: _____________________________________    

Phone Number:____________________________________     

  Seen within the last:   6 months     12 months     Other:____________ 

Hospital of choice (physical health):__________________________________________  

Been seen for the following (provide dates of last exam):   

  Dental exam:__________________________           

  Hearing exam:_________________________         

  Vision exam:__________________________           

*Physical Health issues:    None at this time Yes 

  If Yes, specify:___________________________________________________ 

 

Is condition followed by Primary Care Physician?  No   Yes N/A 

Physical health problems affecting mental health functioning:___________________ 

____________________________________________________________________       
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Head injuries:  No Yes 

    If Yes, specify:___________________________________________________ 

____________________________________________________________________   

 

Medical and/or adaptive devices:__________________________________________ 

 

Hearing seems to be normal:  No    Yes 

Hearing has been tested:  No    Yes    If Yes, when? ___________            

Where? _____________________     Results? _____________________________  

      

Vision seems normal: No   Yes  Wears glasses:      No    Yes 

Head circumference:___________      Height: __________ Weight:___________      

 

Significant Developmental Information (when applicable):______________________ 

_____________________________________________________________________  

   

*Allergies and adverse medication reactions:  No  Unknown/Not Reported   Yes

 If Yes, specify:____________________________________________________      

____________________________________________________________________ 

 

Medications (Active and Current Inactivations): 

 
Med Start Date Is Date  

Estimated 
Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pre-
scribed? 

Y, N or 

Unk 

Prescribin

g 
Physician 

Name 

** Refills Stop Date Reason 

for 
Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 

 

Other prescription medications:  None  Yes:_______________________ 

______________________________________________________________       

 

Herbals/Dietary Supplements/Over the counter medications:  None  Yes:__________ 

_________________________________________________________________________ 

      

       Healing and Health: (Alternative healing practices and beliefs.  Apart from mental health professionals, 

who or what helps client deal with disability/illness and/or to address substance use issues?  Describe): 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 
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HISTORY OF EARLY INTERVENTION: 

 

  Speech-Language   Occupational    Behavioral   

  Physical    Hearing     Counseling  

  Parent Training   Educational    Developmental 

  Psychological   

  Describe Results: __________________________________________________ 

___________________________________________________________________      

 

FAMILY HISTORY:   

*Living Arrangement: Select from Living Arrangement table listed in the Instructions Sheet 

___________________________________________________________________________________ 

___________________________________________________________________________________      

 

Those living in the home with client:_______________________________________ 

_____________________________________________________________________ 

 

Have any relatives ever had any of the following conditions   
(Select from Relatives table listed in the Instructions Sheet) Expand below if applicable. 

  

Substance abuse or addiction:_______________________________________  

Other addictions: _________________________________________________       

Suicidal thoughts, attempts:_________________________________________        

Emotional/mental health issues:______________________________________        

Mental retardation:________________________________________________        

Developmental delays: _____________________________________________       

Arrests: _________________________________________________________       

Include relevant family information impacting the client:______________________ 

____________________________________________________________________ 

____________________________________________________________________ 

 

EDUCATIONAL/EMPLOYMENT HISTORY:   

Area(s) of concern:  Academic  Employment    

No issue reported Other:_______________________  

Last grade completed: ___________________________________________________ 

       

Is Client AB2726:    Yes     No 

Special Education Class:    N/A 

      Current:______________________      

      Past:_________________________       

      Failed the following grade(s): _____________________ 

      

Client has an active IEP:   No   Yes     

 

Socio-economic factors: 

Occupation:____________________________________________       

Last date worked: _______________________________________       

Income source and level: __________________________________       
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History of volunteer work: _________________________________      

 

CULTURAL INFORMATION: (Specific cultural explanations for symptoms of behavior.  Include immigration 

history and acculturation) 

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________  
      

 

SEXUAL ORIENTATION/GENDER IDENTITY: 

 Select One: 

Heterosexual        Lesbian        Gay Male         Bisexual                    Transgender  

Questioning         Intersex        Other                Decline to State         Deferred  

 

 

SOCIAL HISTORY: 

Peer/Social Support    None reported  Yes:___________  

 

Sexual concerns:     None reported  Yes:___________ 

       

Substance use by peers:    None reported  Yes:__________  

 

Gang affiliations:     None reported  Yes: __________      

____________________________________________________________________ 

 

Family/community support system:   None reported  Yes:__________ 

___________________________________________________________________       

 

Religious/spiritual issues:     None reported  Yes:___________ 

____________________________________________________________________       

 

Justice system involvement:     None reported  Yes:___________ 

____________________________________________________________________       

 

Experience of stigma, prejudice, or barriers to accessing services:   

       None reported Yes:_____________ 

_____________________________________________________________________  

 

 

HISTORY OF VIOLENCE:  

History of domestic violence:        None reported  Yes:________  

_______________________________________________________________________  

     

History of significant property destruction:    None reported  Yes:________ 

_______________________________________________________________________  

 

History of violence:       None reported  Yes:________ 
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_______________________________________________________________________

  

History of abuse:        None reported  Yes:_________ 

________________________________________________________________________ 

Abuse reported:   N/A       No  Yes: _________________________________ 

 

Experience of traumatic event/s:   No  Yes  Unknown/not reported 

If Yes: _______________________________________________________________ 

           

SUBSTANCE USE INFORMATION:  

  Not applicable to client 

 

 

CRAFFT  (Administer measure by providing handout or reading questions verbatim, in order and without interpretation)   

HAVE YOU EVER? Yes No 

1. Have you ever ridden in a CAR driven by someone (including yourself) who was high or had been 

using alcohol or drugs? 
            

2. Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?             

3. Do you ever use alcohol or drugs while you are by yourself ALONE?             

4. Do you ever FORGET things you did while using alcohol or drugs?             

5. Do your family or FRIENDS ever tell you that you should cut down on your drinking or drug use?             

6. Have you ever gotten into TROUBLE while you were using alcohol or drugs?             

2 or more “Yes” answers suggests dual diagnosis issues and should be explored further.     TOTAL: __________        

 

*History of Substance Use?     No   Yes    Client Declined to Report   

 

(if yes, specify substances used)    
Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

 

The client has been advised that smoking is a serious health risk that may lead to lung cancer, 

cardiovascular disease and the possibility of premature death.   

   Yes   N/A  
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When applicable, outline how substance use impacts current level of functioning:  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

History of substance use treatment:  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

      

Recommendation for further substance use treatment:   No    Yes   Not applicable 

 

If Yes:       

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 

Quadrant:  (CCISC – trained program/staff only) 

 Q. I:  Low / Low              Q. II:  High / Low            

 Q III:  Low / High            Q. IV:  High / High  

 

Stages of Change: (CCISC – trained program/staff only) 

   Pre-Contemplation  Contemplation  

Preparation/Determination Action    

 Maintenance  

 

 

Gambling: 

 Have you ever felt the need to bet more and more money?  No Yes  

Have you ever had to lie to people important to you about how much you gambled?  

         No Yes 

 

 

EVALUATION RESULTS:_______________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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MENTAL STATUS EXAM 

 Unable to assess at this time.  

  

Level of Consciousness 

  Alert        Lethargic       Stuporous 

Orientation 

  Person      Place      Day      Month      Year      Current Situation 

  All Normal      None 

Appearance 

  Good Hygiene  Poor Hygiene  Malodorous   Disheveled 

  Reddened Eyes  Normal Weight  Overweight   Underweight 

Speech 

  Normal  Slurred      Loud    Soft     Pressured     

             Slow  Mute 

Thought Process 

  Coherent    Tangential     Circumstantial    Incoherent  Loose Association 

Behavior 

  Cooperative  Evasive   Uncooperative    Threatening   Agitated     Combative 

Affect 

 Appropriate    Restricted     Blunted  Flat      Labile   Other  

Intellect 

  Average  Below Average  Above Average  Poor Vocabulary 

  Poor Abstraction  Paucity of Knowledge  Unable to Rate 

Mood 

  Euthymic  Elevated  Euphoric  Irritable     Depressed     Anxious 

Memory 

  Normal  Poor Recent   Poor Remote         Inability to Concentrate 

  Confabulation  Amnesia 

Motor 

  Age Appropriate/Normal  Slowed/Decreased   Psychomotor Retardation 

 Hyperactive   Agitated     Tremors     Tics    Repetitive Motions     

 Judgment 

  Age Appropriate/Normal      Poor              Unrealistic  

  Fair               Limited                   Unable to Rate 

Insight 

  Age Appropriate/Normal   Poor     Fair      Limited       Adequate    Marginal 
  

 

Command Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

 



Client Name _________________________________      Case Number ________________________ 
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Auditory Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Visual Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Tactile Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Olfactory Hallucinations 

 No  Yes, specify: ___________________________________________________ 

 

Delusions 

 No  Yes, specify: ___________________________________________________ 

 

Other observations/comments when applicable   : 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

POTENTIAL FOR HARM/RISK ASSESSMENT 

 

*Current Suicidal Ideation?   No  Yes  Unknown/Refused 

 

Specify plan (vague, passive, imminent):________________________________________ 

_________________________________________________________________________ 

  

             

Access to Means?    No  Yes  Unknown/Refused 

 

Describe:__________________________________________________________________ 

__________________________________________________________________________ 

      

 

Previous Attempts?    No  Yes  Unknown/Refused 

 

Describe:___________________________________________________________________ 

___________________________________________________________________________  

 

      

Does the client agree not to hurt self or to seek help prior to acting on suicidal impulse? 

      No  Yes  Unknown/Refused 

Explain:_____________________________________________________________________ 

____________________________________________________________________________  
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*Current Homicidal Ideation?  No  Yes  Unknown/Refused 

 

Specify plan (vague, intent, with/without means):____________________________________ 

____________________________________________________________________________ 

  

Identified Victim(s)?    No       Yes       Tarasoff Warning Indicated?   No  Yes 

 

Reported To:_________________________________ Date:______________________________   

 

Victim(s) name and contact information (Tarasoff Warning Details):__________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

Acts of Property Damage?    Yes     No     Most Recent Date: _________________________  

 

__________________________________________________________________________________ 

 

Gravely Disabled?     Yes     No    

 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

       

*Current Domestic Violence:  No   Yes 

 

Describe Situation: __________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________  

      

Child/Adult Protective Services Notification Indicated?  No       Yes 

 

Reported To:__________________________ Date:____________________________       

 

Specify Domestic Violence Plan (include Child/Adult Protective Services Information):________ 

______________________________________________________________________________ 

_______________________________________________________________________________ 

      

Urine Drug Screen:    Positive    Negative    Pending    Refused    N/A 

________________________________________________________________________________ 

________________________________________________________________________________ 

      

Breathalyzer:     Positive    Negative    Pending    Refused    N/A 

________________________________________________________________________________ 

________________________________________________________________________________ 

      

Comments Regarding Factors Increasing Risk:___________________________________________ 

________________________________________________________________________________ 
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________________________________________________________________________________  

      

 

Justice System Involvement?     Yes     No    Unknown 

 

If yes, describe recent arrests, probation, sex offender information, et cetera:_______________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

ASSESSMENT OF STRENGTHS 

 

*I have considered the client’s strengths:   Yes  No 

If no, explain:        

 

Check all that apply 

Optimism/Hope  Yes  No Hobbies/Special Interests  Yes  No 

Sense of Meaning  Yes  No Goal Directed/Motivated  Yes  No 

Faith/Spirituality  Yes  No Compassion/Altruism  Yes  No 

Empathy/Caring  Yes  No Stable Family Life  Yes  No 

Resourcefulness  Yes  No Communication  Yes  No 

Self-Efficacy/Mastery  Yes  No Internal Locus of Control  Yes  No 

Academic History  Yes  No Sense of Empowerment  Yes  No 

Daily Living Skills  Yes  No Work History  Yes  No 

Self-Awareness  Yes  No Living Environment  Yes  No 

Flexibility  Yes  No Positive Identity  Yes  No 

Sense of Humor  Yes  No Adaptive Distancing/Resistance  Yes  No 

Responsiveness  Yes  No Planning  Yes  No 

Support System  Yes  No Insight/Critical Thinking  Yes  No 

Open to Change  Yes  No Previous Positive Experience in Treatment  Yes  No 

   Utilizes Agreed-Upon Treatment Recommendations  Yes  No 

 

AREAS OF NEED 

List of Problems: (Check all that apply) 
Abuse/Addiction: Substance/Non-Substance    Yes   No 

Basic Needs: Food, Clothing, Shelter     Yes   No 

Education        Yes   No 

Emotional-Behavioral/Psychiatric     Yes   No 

Family Stress        Yes   No  

Financial        Yes   No 

Identity Issues: Cultural/Gender      Yes   No 

Intimate Relationships       Yes   No 

Lack of Physical Health Care      Yes   No 

Legal         Yes   No 

Meaningful Role (tied to self-determination)    Yes   No  

Neglect/Abuse        Yes   No 

Neurological/Brain Impairment      Yes   No 

Physical Health Problems      Yes   No 
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Potential for Harm: Self/Others      Yes   No 

Social Functioning       Yes   No  

Spiritual        Yes   No 

Stress         Yes   No 

Trauma         Yes   No  

Vocational/Employment      Yes   No 

 

DIAGNOSIS   If making or changing a diagnosis, complete the current Diagnosis Form and 

attach to this Behavioral Health Assessment. 

CLINICAL CONCLUSION:  (Justification for diagnosis and medical necessity.  Summarize and integrate all information 

gathered from other sources to render clinical judgments regarding intensity, length of treatment and recommendations for services.  

Clearly state those emotional or behavioral symptoms that interfere with normal functioning.  Include evaluation of client’s ability and 

willingness to solve the presenting problems, addressing both mental health and substance issues from an integrated perspective) 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

_________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

_________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

      
Medical Necessity Met:   No  Yes 

 

 

When “No,” note date NOA-A issued [Medi-Cal clients only]:  ____________ 

 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE?  Yes    Date:        

Local mental health program shall inform Clients receiving mental health services, including parents or guardians of 

children / adolescents, verbally or in writing that: 

 Acceptance and participation in the mental health system is voluntary and shall not be considered a prerequisite for 

access to other community services; 

 They retain the right to access other Medi-Cal or Short Doyle/Medi-Cal reimbursable services and have the right 

to request a change of provider, staff person, therapist, and/or case manager.  

 Guide to Medi-Cal Mental health Services was explained and offered on:  ______      

 Grievance and Appeal Process explained and Brochure with form fill & envelope offered on: _____ 

 Provider List explained and offered on:  _____ 

 Mental Health Plan’s Notice of Privacy Practices (NPP) was offered on: _____ 

 Language/Interpretation services availability reviewed and offered when applicable on: _____      

 Advanced Directive brochure was offered on: _____ 
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Signature of Clinician Requiring Co-signature: 

 

____________________________        ________________ 
Signature       Date 

 

____________________________        ________________ 
Printed Name       Anasazi ID number 

 

Signature of Clinician Completing/Accepting the Assessment:  

 

____________________________        ________________ 
Signature       Date 

 

____________________________        ________________ 
Printed Name       Anasazi ID number 

 

Signature of Staff Entering Information (if different from above): 

 

____________________________        ________________ 
Signature       Date 

 

____________________________        ________________ 
Printed Name       Anasazi ID number 



BEHAVIORAL HEALTH ASSESSMENTS - EHR 
 

 

2012 

 

(EMERGENCY SCREENING UNIT - ESU) 
 

WHEN: At the time a client is assessed for need for hospitalization or any other 

crisis situation.  When significant changes occur the assessment may be 

revised by opening a new assessment, adding the updated information, 

and final approving the assessment.   

 

ON WHOM: Every client who receives a Crisis assessment.   

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse.   

Trainee can complete but must be co-signed by one of the above. 

Co-signatures must be completed for the Behavioral Health Assessment 

to be final approved.   

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

    

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT – ESU  

Instructions  
 

 

CLIENT NAME - Required Field.     CASE # - Required Field. 

ASSESSMENT DATE – Required Field.     PROGRAM NAME- Required Field. 

 

SOURCE OF INFORMATION- Required Field.  Select from the Source of information Table below.  Include the ID 

and Description in your documentation.   If “Other” is selected, please provide information. 

 

ID Description ID Description 
AB2726 Asr AB2726 Assessor   Other Other 

ADS Prov ADS Recovery Provider Parent LG Parent/Legal Guardian   

Case Mnager Case Manager   Parole Parole Officer 

Client Client   Prev Asst Previous Assessment 

Conservatr Conservator Probation Probation Officer 

Family Family Soc Worker Social Worker   

Fos Parent Foster Parent  Teacher Teacher/School   

MD MD   Therapist Therapist   

 

 INTERPRETER USED:  Chose the appropriate check box as applicable.   

 

REPORTS REVIEWED:  Enter any reports used as part of the assessment. 

 

 AGENCY INVOLVEMENT:  Enter information in the space provided, using the Help Text as a guide. 

 

REFERRAL SOURCE:  Enter name of referral source here. 

 

PRESENTING PROBLEMS/NEEDS: Required field.  Write in the area provided, using the help text as a guide.    

 

PAST PSYCHIATRIC HISTORY:  Required field.  Write in the area provided, using the help text as a guide.    

  

MEDICAL HISTORY:  The “Does client have a Primary Care Physician?” is Required. The “Physical Health Issues” 

prompt is Required. The Allergies and adverse medication reactions” prompt is Required.  

 

 MEDICATIONS:  In the space provided, enter current medications, dosages and other pertinent information. 

 

For the rest of this section, enter the appropriate check marks and text as indicated.  

For the “Healing and Health” section:   Write in the area provided, using the help text as a guide.    

 

 VITAL SIGNS:  Enter the appropriate values in the spaces provided. 

 

 PAIN:  Document using the check-boxes and provided spaces as requested. 

 

FAMILY HISTORY:   

 

LIVING ARRANGEMENT:  A Required Field. 

 

Select from the Living Arrangement Table below.  Include the ID and Description in your documentation.   If “Other” is 

selected, please provide information.  

.  



 

Living Arrangement  
A-House or Apartment 

B-House or Apt with Support 

C-House or Apt with Daily Supervision 

 Independent Living Facility 

D-Other Supported Housing Program 

E-Board & Care – Adult  

F-Residential Tx/Crisis Ctr – Adult 

 

G-Substance Abuse Residential 

 Rehab Ctr  

H-Homeless/In Shelter  

I-MH Rehab Ctr (Adult Locked) 

J-SNF/ICF/IMD 

K-Inpatient Psych Hospital 

L-State Hospital 

M-Correctional Facility  

O-Other  

R-Foster Home-Child 

S-Group Home-Child (Level 1-12) 

T-Residential Tx Ctr-Child (Level 13-14) 

U-Unknown    

V-Comm Tx Facility (Child Locked) 

W- Children’s Shelter 

 

 

THOSE LIVING IN THE HOME WITH THE CLIENT:  List the names and relationship to client, and other 

pertinent information, in the space provided. 

 

HAVE ANY RELATIVES EVER HAD ANY OF THE FOLLOWING CONDITIONS:  For each listed condition, 

enter information from the family members table, if applicable, in the spaces provided.  Leave blank if there are none:  

 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 
Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece Bio Niece – Biological 

Aunt NoBio Aunt – Non-biological Fath Step Father-Step Niece NBio 

Niece – Non-

biological 

Bro Adop Brother – Adopted Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Bio Brother – Biological GDaug Nbio 

Granddaughter – Non-

biological Sis Adop Sister-Adopted 

Bro Foster Brother – Foster GrFa Bio 

Grandfather – 

Biological Sis Bio  Sister-Biological 

Bro InLaw Brother – In-Law GrFa NBio 

Grandfather – Non-

biological Sis Foster Sister – Foster 

Bro Step Brother – Step GrMo Bio 

Grandmother – 

Biological Sis InLaw Sister – In-Law 

Cous Bio Cousin – Biological GrMo Nbio 

Grandmother – Non-

biological Sis Step Sister – Step 

Cous Nbio 

Cousin – Non-

biological GrSon Bio Grandson – Biological Son Adopt Son-Adopted 

Daug Adopt Daughter – Adopted GrSon Nbio 

Grandson – Non-

biological Son Bio Son  – Biological 

Daug Bio Daughter – Biological Husband Husband Son Foster Son – Foster  

Daug Foster Daughter – Foster Mother Ado Mother – Adopted Son in Law Son – In-Law 

Daug InLaw Daughter – In-Law Mother Bio Mother – Biological Son Step Son – Step 

Daug Step Daughter – Step Mother Fos Mother – Foster Signif Oth Significant Other 

Dom Partner Domestic Partner Mo In Law Mother – In-Law Sig Supp 

Significant Support 

Person 

Fath Adop Father – Adopted Mo Step Mother – Step Uncle Bio Uncle - Biological 

Fath Bio Father – Biological Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Fost Father – Foster Neph NBio 

Nephew – Non-

biological Wife Wife 

 

Include relevant family information impacting the client: 

 

EDUCATIONAL/EMPLOYMENT HISTORY:  Check all “Areas of Concern” boxes that apply.  Complete the other 

prompts as applicable. 

 

In the space provided, document any other important educational/vocational information, using the Help Text as a guide. 

 

CULTURAL INFORMATION:  Document cultural explanations for symptoms in the space provided, using the Help 

Text as a guide. 

 

SOCIAL HISTORY:    Check all boxes as applicable.  Give explanations for all “yes” answers. For Family/Community 

support system, include alternate relationship support, if any, for mental health and/or substance use such as 

supportive/community groups, AA/NA. For Religious/Spiritual issues, document if religion/spirituality is important in a 



client’s life and/or a source of strength. Describe persons and practices, and how they are important. For Justice System 

Involvement, describe what system, extent, probation/parole, time served, etc.   

 

HISTORY OF VIOLENCE:  Check all boxes as applicable.  Give explanations for all “yes” answers 

 

SUBSTANCE USE INFORMATION:  This is Required.  Check all boxes as applicable, including the CRAFFT.  

 

Educate the client regarding the effects of smoking by reading the following statement: “Smoking is a serious health risk 

that may lead to lung cancer, cardiovascular disease and the possibility of premature death.” Indicate you have provided 

this advisement by selecting the “Yes” check box. 

 

Complete the rest of this section by entering the requested text or selecting the appropriate check boxes. 

 

MENTAL STATUS, POTENTIAL FOR HARM, STRENGTHS, AREAS OF NEED:  Provide answers for items in 

these domains by selecting the appropriate check boxes or entering requested text in the spaces provided.  Consult form 

Help Texts as available. 

 

 

DIAGNOSIS  

If making or changing a diagnosis, complete the current Diagnosis Form and attach 

to this Behavioral Health Assessment. 

 
 

 

CLINICAL CONCLUSION:  Document justification and medical necessity in the space provided, using the form’s 

Help Text as a guide. 

 

 MEDICAL NECESSITY MET:  Check the appropriate boxes, as indicated. 

 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE:  Provide the dates and check each item 

as completed. 

 

Signatures: The clinician completing the form will sign his/her name with credential on the signature line, and print their 

name on the second line.  Date and Anasazi Staff ID number are documented at the appropriate prompts.     

 

When a clinician needs a co-signature, a qualified clinician will sign, print name, date and enter Anasazi Staff ID as 

indicated. Refer to Scope of Practice to identify who needs a co-signature. 
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 San Diego County Mental Health Services 

BEHAVIORAL HEALTH ASSESSMENT – ESU 

 

*Client Name: __________________________________________       *Case #:  ___________________ 

 

*Assessment Date  __________      * Program Name: _________________________________________ 

 

*SOURCE OF INFORMATION  
(Select from Source of Information Table located in the Instructions sheet): _____________________________________ 

_______________________________________________________________________________________________________ 

        

 If a source other than listed on the “Source of Information Table”, specify:  ___________________ 

 ________________________________________________________________________________ 

 

Interpreter Used:      Offered Used  Declined       N/A 

 

 Reports Reviewed:  ________________________________________________________________ 

 Agency Involvement: Include names, relationships, and phone or contact information. 

______________________________________________________________________________________ 

Referral Source:  __________________________________________________________________ 

 

*PRESENTING PROBLEMS/NEEDS    Include precipitating factors that led to deterioration/behaviors.  Describe 

events in sequence leading to present visit.   Describe primary complaint and history of present illness.  Summary of client’s 

request for services including client’s most recent baseline and a subjective description of the problem/needs.  Include 

observable and measurable impairing behaviors; include experiences of stigma and prejudice, if any. 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

*PAST PSYCHIATRIC HISTORY    Previous history of symptoms and/or mental health treatment.  Describe in 

chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric treatment, 

history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods of stability and 

the characteristics of those periods. 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

MEDICAL HISTORY:  

Does client have a Primary Care Physician?  No  Yes   Unknown   

If No, has client been advised to seek primary care?   No  Yes   

 

Primary Care Physician:  ________________________________________________________ 

 

Phone Number: ________________________________________________________________ 



Client Name ___________________________________   Case Number ___________________________ 

 

Assessment Date _____________  Program Name _____________________________________________ 
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  *Seen within the last:   6 months     12 months     Other:  _________________ 

 

 

 

Hospital of choice (physical health):  ___________________________________________ 

Been seen for the following (provide dates of last exam):   

  Dental exam:   ________________ 

  Hearing exam: ________________ 

  Vision exam:   ________________ 

*Physical Health issues:      None at this time  Yes 

If Yes,  specify:  __________________________________________________ 

________________________________________________________________ 

   

Is condition followed by Primary Care Physician? No   Yes N/A 

 

Physical health problems affecting mental health functioning:  

_____________________________________________________________________________

_____________________________________________________________________________ 

 

Head injuries:  No Yes 

If Yes, specify:  ___________________________________________________ 

 

Medical and/or adaptive devices:  ______________________________________________ 

 

Significant Developmental Information (when applicable):  _________________________ 

   

*Allergies and adverse medication reactions:  No    Unknown/Not Reported     Yes 

 If Yes, specify:  _________________________________________________________ 

 

Medications (Active and Current Inactivations): 

 

Other prescription medications:  None  Yes: __________________________________ 

_________________________________________________________________________ 

           

         

Herbals/Dietary Supplements/Over the counter medications:  None  Yes:  

_________________________________________________________________________ 

   

Med Start Date Is Date  
Estima-

ted 

Y or N 

Dosage/ 
Frequency 

Amt. 
Prescribed 

Target 
Sxs 

Taken as 
Prescribed? 

Y, N or Unk 

Prescribing 
Physician 

Name 

** Refills Stop 
Date 

Reason 
for 

Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 



Client Name ___________________________________   Case Number ___________________________ 

 

Assessment Date _____________  Program Name _____________________________________________ 
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Healing and Health: Alternative healing practices and beliefs.  Apart from mental health professionals, who or 

what helps client deal with disability/illness and/or to address substance use issues?  Describe 
_____________________________________________________________________________

_____________________________________________________________________________

      

Any known medical condition or past history of abuse that requires special consideration if 

physical restraint is needed, specifically: breathing problems, significantly overweight, 

pregnancy, etc?    No    Yes  

  If Yes, explain: ____________________________________________________________ 

  _________________________________________________________________________ 

 

VITAL SIGNS: 

Height Weight Temp Resp Pulse BP 

      

 

Pain:           No   Yes   Unable to determine  

Pain Intensity Level:  __________ 

 Location of pain:  ________________________________________ How long: ___________     

  

FAMILY HISTORY:   

*Living Arrangement: Select from Living Arrangement table listed in the Instructions Sheet 

_________________________________________________________________________ 
 

Those living in the home with client: ___________________________________________ 

_________________________________________________________________________ 
 

Have any relatives ever had any of the following conditions (indicate who and expand below 

when applicable) 
Select from Relatives table listed in the Instructions Sheet 

.  

Substance abuse or addiction: ______________________________________________  

Other addictions: ________________________________________________________ 

Suicidal thoughts, attempts: ________________________________________________ 

Emotional/mental health issues: ____________________________________________ 

Mental retardation: ______________________________________________________ 

Developmental delays: ___________________________________________________ 

Arrests: _______________________________________________________________ 

 

Include relevant family information impacting the client: ___________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 
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EDUCATIONAL/EMPLOYMENT HISTORY:   

 

Area(s) of Concern:  Academic  Employment    
 

 

No issue reported Other: __________________________ 

 

       School Attending: Refer to the Anasazi user manual for school table. If school is not on the table, select 

“other/private school” from the table.

 _______________________________________________________________________________ 

 

Last grade completed: __________________________________________________________ 

       

Is Client AB2726?    Yes     No 

Special Education Class:    N/A 

      Current:       

      Past:        

      Failed the following grade(s):  ________________________ 

 

Client has an active IEP:   No     Yes    

 

Socio-economic factors: 

Occupation:  ___________________________________________________________ 

Last date worked: _______________________________________________________ 

Income source and level: _________________________________________________ 

History of volunteer work: ________________________________________________ 

Other important educational/vocational information: Describe any involvement in any responsible 

 employment, sought employment, employment successes, and educational successes. 
_____________________________________________________________________________

_____________________________________________________________________________ 

 

CULTURAL INFORMATION:  Specific cultural explanations for symptoms of behavior.  Include immigration history 

and acculturation. 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

SOCIAL HISTORY: 

Peer/Social Support    None reported  Yes: ______________________ 

 

Sexuality: May include lesbian, gay, bisexual, transgender, questioning. 

       None reported  Yes: ______________________ 

 

Sexual concerns:    None reported  Yes: ______________________ 

 

Substance use by peers:    None reported  Yes: ______________________ 
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Gang affiliations:    None reported  Yes: ______________________ 

 

Family/community support system:   None reported  Yes: ______________________ 

 

Religious/spiritual issues:     None reported  Yes: ______________________ 

 

Justice system involvement:     None reported  Yes: ______________________ 

 

Experience of stigma, prejudice, or barriers to accessing services:   

     None reported Yes: ______________________ 

 

 

HISTORY OF VIOLENCE:  

History of domestic violence:        None reported  Yes: __________ 

History of significant property destruction:    None reported  Yes: __________ 

History of violence:       None reported  Yes: __________ 

History of abuse:        None reported  Yes: __________ 

Abuse reported:       N/A      No           Yes: __________  

 

Experience of traumatic event/s:    No     Yes   Unknown/not reported 

If Yes: ________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

 

*SUBSTANCE USE INFORMATION:  

 

  Not applicable to client 

 

CRAFFT  (Administer measure by providing handout or reading questions verbatim, in order and without interpretation)   

HAVE YOU EVER? Yes No 

C-            Have you ever ridden in a CAR driven by someone (including yourself) who was “high” or had been               

         using alcohol or drugs? 
            

R-            Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?             

A-            Do you ever use alcohol/drugs while you are by yourself ALONE?             

F-            Do you ever FORGET things you did while using alcohol or drugs?             

F-            Do your family or FRIENDS ever tell you that you should cut down on your drinking or drug use?             

T-            Have you ever gotten into TROUBLE while you were using alcohol or drugs?             

 

2 or more “Yes” answers suggests a significant problem.   .                      TOTAL:    ______ 

               

*Substance Use?     No   Yes    Client Declined to Report   

 

(if yes, specify substances used)    
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Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

 

The client has been advised that smoking is a serious health risk that may lead to lung cancer, 

cardiovascular disease and the possibility of premature death.   

 

   Yes   N/A  

 

When applicable, outline how substance use impacts current level of functioning:  

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

 

History of substance use treatment:  

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

      

Recommendation for further substance use treatment:   No    Yes   Not applicable 

If Yes: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 

Quadrant:  (CCISC – trained program/staff only) 

 Q. I:  Low / Low              Q. II:  High / Low            

 Q III:  Low / High            Q. IV:  High / High  

 

Stages of Change: (CCISC – trained program/staff only) 

   Pre-Contemplation  Contemplation  

 Preparation/Determination Action    

 Maintenance  

 

Gambling: 

 Have you ever felt the need to bet more and more money?  No Yes  

Have you ever had to lie to people important to you about how much you gambled?   

        No Yes 



Client Name ___________________________________   Case Number ___________________________ 

 

Assessment Date _____________  Program Name _____________________________________________ 

Page 7 of 12 

   

MENTAL STATUS EXAM 

 Unable to assess at this time.  

 

Level of Consciousness 

  Alert        Lethargic       Stuporous 

Orientation 

  Person      Place      Day      Month      Year      Current Situation 

  All Normal      None 

Appearance 

  Good Hygiene  Poor Hygiene  Malodorous   Disheveled 

  Reddened Eyes  Normal Weight  Overweight   Underweight 

Speech 

  Normal  Slurred      Loud    Soft     Pressured     

             Slow  Mute 

Thought Process 

  Coherent    Tangential     Circumstantial    Incoherent  Loose Association 

Behavior 

  Cooperative  Evasive   Uncooperative    Threatening   Agitated     Combative 

Affect 

 Appropriate    Restricted     Blunted  Flat      Labile   Other  

Intellect 

  Average  Below Average  Above Average  Poor Vocabulary 

  Poor Abstraction  Paucity of Knowledge  Unable to Rate 

Mood 

  Euthymic  Elevated  Euphoric  Irritable     Depressed     Anxious 

Memory 

  Normal  Poor Recent   Poor Remote         Inability to Concentrate 

  Confabulation  Amnesia 

Motor 

  Age Appropriate/Normal  Slowed/Decreased   Psychomotor Retardation 

 Hyperactive   Agitated     Tremors     Tics    Repetitive Motions     

 Judgment 

  Age Appropriate/Normal      Poor              Unrealistic  

  Fair               Limited                   Unable to Rate 

Insight 

  Age Appropriate/Normal   Poor     Fair      Limited       Adequate    Marginal 
  

Command Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Auditory Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Visual Hallucinations  

 No  Yes, specify: ___________________________________________________ 
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Tactile Hallucinations  

 No  Yes, specify: ___________________________________________________ 

 

Olfactory Hallucinations 

 No  Yes, specify: ___________________________________________________ 

 

Delusions 

 No  Yes, specify: ___________________________________________________ 

 

Other observations/comments when applicable:  

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

 

POTENTIAL FOR HARM/RISK ASSESSMENT 

*Current Suicidal Ideation?   No   Yes  Unknown/Refused 

 

 

Specify plan (vague, passive, imminent): 

________________________________________________________________________________

________________________________________________________________________ 

           

Access to Means?   No  Yes  Unknown/Refused 

Describe:   

__________________________________________________________________________

__________________________________________________________________________ 

 

Previous Attempts?    No  Yes  Unknown/Refused 

 

Describe:        

__________________________________________________________________________

__________________________________________________________________________ 

 

Does the client agree not to hurt self or to seek help prior to acting on suicidal impulse? 

      No  Yes  Unknown/Refused 

Explain:   

__________________________________________________________________________

__________________________________________________________________________ 

 

*Current Homicidal Ideation?  No  Yes  Unknown/Refused 

 

Specify plan (vague, intent, with/without means): 

________________________________________________________________________________

________________________________________________________________________________  
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Identified Victim(s)?    No   Yes     Tarasoff Warning Indicated?   No     Yes 

Reported To: ______________________________________  Date: _____  

 

Victim(s) name and contact information (Tarasoff Warning Details): 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________  

 

Acts of Property Damage?     Yes      No         Most Recent Date: ________________________ 

 

Gravely Disabled?   Yes      No    

If yes, specify: ____________________________________________________________________

  

*Current Domestic Violence:   No       Yes 

Describe situation:   

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

Child/Adult Protective Services Notification Indicated?  No       Yes 

Reported to: ____________________________________________ Date: _____ 

 

Specify Domestic Violence Plan (include Child/Adult Protective Services information): 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

Urine Drug Screen:   Positive    Negative    Pending    Refused    N/A 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Breathalyzer:   Positive    Negative    Pending    Refused    N/A 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Comments Regarding Factors Increasing Risk: ________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Justice System Involvement?     Yes     No    Unknown 

If yes, describe recent arrests, probation, sex offender information, et cetera: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 
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ASSESSMENT OF STRENGTHS 

 

*I have considered the client’s strengths:   Yes  No 

If no, explain: ____________________________________________________________________ 

 

Check all that apply 

Optimism/Hope  Yes  No Hobbies/Special Interests  Yes  No 

Sense of Meaning  Yes  No Goal Directed/Motivated  Yes  No 

Faith/Spirituality  Yes  No Compassion/Altruism  Yes  No 

Empathy/Caring  Yes  No Stable Family Life  Yes  No 

Resourcefulness  Yes  No Communication  Yes  No 

Self-Efficacy/Mastery  Yes  No Internal Locus of Control  Yes  No 

Academic History  Yes  No Sense of Empowerment  Yes  No 

Daily Living Skills  Yes  No Work History  Yes  No 

Self-Awareness  Yes  No Living Environment  Yes  No 

Flexibility  Yes  No Positive Identity  Yes  No 

Sense of Humor  Yes  No Adaptive Distancing/Resistance  Yes  No 

Responsiveness  Yes  No Planning  Yes  No 

Support System  Yes  No Insight/Critical Thinking  Yes  No 

Open to Change  Yes  No Previous Positive Experience in Treatment  Yes  No 

   Utilizes Agreed-Upon Treatment Recommendations  Yes  No 

 

 

AREAS OF NEED 

List of Problems: (Check all that apply) 
Abuse/Addiction: Substance/Non-Substance    Yes   No 

Basic Needs: Food, Clothing, Shelter     Yes   No 

Education        Yes   No 

Emotional-Behavioral/Psychiatric     Yes   No 

Family Stress        Yes   No  

Financial        Yes   No 

Identity Issues: Cultural/Gender      Yes   No 

Intimate Relationships       Yes   No 

Lack of Physical Health Care      Yes   No 

Legal         Yes   No 

Meaningful Role (tied to self-determination)    Yes   No  

Neglect/Abuse        Yes   No 

Neurological/Brain Impairment      Yes   No 

Physical Health Problems      Yes   No 

Potential for Harm: Self/Others      Yes   No 

Social Functioning       Yes   No  

Spiritual        Yes   No 

Stress         Yes   No 

Trauma         Yes   No  

Vocational/Employment      Yes   No 

DIAGNOSIS   If making or changing a diagnosis, complete the current Diagnosis Form and attach to 

this Behavioral Health Assessment. 
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CLINICAL CONCLUSION:   Justification for diagnosis and medical necessity.  Summarize and integrate all information 

gathered from other sources to render clinical judgments regarding intensity, length of treatment and recommendations for services.  Clearly 

state those emotional or behavioral symptoms that interfere with normal functioning.  Include evaluation of client’s ability and willingness to 

solve the presenting problems, addressing both mental health and substance issues from an integrated perspective. 

 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

      
Medical Necessity Met:   No  Yes 

 

When “No,” note date NOA-A issued [Medi-Cal clients only]: ____________ 
 

 

 

 

 

 

 
 

CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE?  Yes    Date: ______ 

Local mental health program shall inform Clients receiving mental health services, including parents or guardians of children / 

adolescents, verbally or in writing that: 

 Acceptance and participation in the mental health system is voluntary and shall not be considered a prerequisite for 

access to other community services; 

 They retain the right to access other Medi-Cal or Short Doyle/Medi-Cal reimbursable services and have the right to 

request a change of provider, staff person, therapist, and/or case manager.  

 Guide to Medi-Cal Mental Health Services was explained and offered on:  ______ 

 Grievance and Appeal Process explained and Brochure with form fill and envelope offered on: ______ 

 Provider List explained and offered on:  ______ 

 Mental Health Plan’s Notice of Privacy Practices (NPP) was offered on: ______ 

 Language/Interpretation services availability reviewed and offered when applicable on:  ______ 

 Advanced Directive brochure was offered on:  ______ 

 
Signature of Clinician Requiring Co-signature: 

 

_____________________________________  ____________________________ 

Signature       Date      

   

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number:        
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*Signature of Clinician Completing/Accepting the Assessment:  

 

_____________________________________  ____________________________ 

Signature       Date      

   

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number:        

 

Signature of Staff Entering Information (if different from above): 

 

_____________________________________  ____________________________ 

Signature       Date      

   

_____________________________________  ____________________________ 

Printed Name               Anasazi ID number  

 



INITIAL ASSESSMENT TBS - EHR 
 

 

2012 

 

 

WHEN: Within 30 calendar days of opening the client for TBS services.  When 

significant changes occur the assessment may be revised by opening a 

new assessment, adding the updated information, and final approving the 

assessment.  The Initial Assessment TBS does not meet the need for a 

Behavioral Health Assessment. 

 

ON WHOM: All clients receiving TBS services. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse.   

Trainee can complete but must be co-signed by one of the above. 

Co-signatures must be completed for the Discharge Summary to be final 

approved.   
 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

 

 

 

 

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 



San Diego County Mental Health Services 

INITIAL TBS ASSESSMENT 

(BEHAVIORAL HEALTH ASSESSMENT - TBS) 

Instructions 
 

CLIENT NAME: Required field    CASE NUMBER: Required field 

 

ASSESSMENT DATE: Required field    PROGRAM NAME: Required field 

 

SOURCE OF INFORMATION- Enter the name of the person providing information on the client. 

ID Description ID Description 
AB2726 Asr AB2726 Assessor   Other Other 

ADS Prov ADS Recovery Provider Parent LG Parent/Legal Guardian   

Case Mnager Case Manager   Parole Parole Officer 

Client Client   Prev Asst Previous Assessment 

Conservatr Conservator Probation Probation Officer 

Family Family Soc Worker Social Worker   

Fos Parent Foster Parent  Teacher Teacher/School   

MD MD   Therapist Therapist   

 

RELATIONSHIP:  Enter the relationship to the client of the person providing assessment information. 

 

TARGET BEHAVIORS:  Using the table below, list the target behaviors in the space provided.  If “other,” then specify 

as indicated. 

 

ID Description 

AWOL AWOL 

Hygiene Hygiene 

Poor Bound Poor/Inappropriate Boundaries 

Meds non  Meds non-compliance 

Non comp  Non-compliant Behavior 

Opp Def Be Oppositional Defiant Behavior 

Other Other 

Phys Aggr Physical Aggression 

Poor Soc Poor Social Skills 

Prop Dest Property Destruction 

Sch Truan School Truancy/Tardiness 

Self Harm Self-Harm Behavior 

Sex Behav Sexualized Behavior 

Suicidal Suicidal Behavior 

Verb Aggr Verbal Aggression 

 

DESCRIBE SPECIFIC BEHAVIORS:  Use the space provided for narrative text. 

 

IDENTIFICATION OF CURRENT SKILLS:  Using the table below, list the client’s current skills in the space 

provided.  If “other,” then specify as indicated. 

 

ID Description 

Feelings Expresses feelings asso.w prob bx 

Predict Predict problematic bx or situations 

Soothe Able to soothe self 

Time Out Able to take timeouts  

Accepts Accepts consequences 



Truthful Is usually truthful 

Other Other 

Remorse Shows remorse 

Respnsibl Takes responsibility for behavior 

Understand Shows remorse 

 

WHAT INTERVENTIONS/CONSEQUENCES HAVE BEEN EFFECTIVE:  Use the space provided for narrative 

text. 

 

MEDICATIONS:  List medications, dosages and other pertinent information in the spaces provided. 

 

OTHER RESOURCES TRIED OR CONSIDERED:  Using the table below, list the other resources tried or considered 

in the space provided.  If “other,” then specify as indicated.  Document the results of these services where indicated. 

 

ID Description 

Day Tx Day Treatment 

Fam Tx Family Therapy 

Group TX Group Therapy 

Hospital Hospitalization 

Indiv Tx Individual Therapy 

Meds Tx Medication Therapy 

Probation Probation 

Other Other 

Reg Cntr Regional Center 

Resl Tx Residential Treatment 

SES SES 

TBS TBS 

Wraparound Wrap-around 

 

DESIRED OUTCOME/RESULT OF TBS SERVICES:  Choose the appropriate response by marking one of the check 

boxes listed. 

 

DAYS AND TIMES TBS MAY BE REQUESTED, BASED ON PROBLEMATIC BEHAVIORS: Indicate request 

by check box and documentation in spaces provided. 

 

SIGNATURES:  The clinician completing the form will sign his/her name with credential on the signature line, 

and print their name on the second line.  Date and Anasazi Staff ID number are documented at the appropriate 

prompts. 
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San Diego County Mental Health Services 

INITIAL TBS ASSESSMENT  

 

*Client Name:___________________ *Case #:__________________________ 

 

*Assessment Date: _______________ *Program Name:__________________ 

 

 

SOURCE OF INFORMATION (Select from Source of Information Table located in the Instructions sheet): 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

RELATIONSHIP (Choose from Family Member List located in the instruction’s sheet): 

__________________________________________________________________________________________ 

 

Target Behaviors: (Identify child/youth’s specific behaviors/symptoms that jeopardize continued placement in a 

current facility or are expected to interfere when the child/youth is transitioning to a lower level of residential 

placement): see table located in the instruction sheet: 

___________________________________________________________________ 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

If Other, specify:  _____________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

Describe Specific Behaviors (Identify Current frequency, severity, and duration of specific behaviors associated with 

Target Behaviors. Also identify the desired frequency, severity, and duration): 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

 

Identification of Current Skills (Choose from the TBS Skills Current table located in the instruction’s sheet):  

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

 

If Other, specify:  

______________________________________________________________________________________  

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

What interventions/consequences have been effective? 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
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Client Name:___________________ Case #:__________________________ 

 

Assessment Date: _______________ *Program Name:__________________ 

___________________________________________________________________________ 

 

Medications (Active and Current Inactivations) 
Med Start 

Date 

Is Date  

Estimated 

Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pres-

cribed? 

Y, N or 

Unk 

Pre-

scribing 

Physi-

cian 

Name 

Phys-

ician 

Type 

*(see 

below for 

code) 

Refills Stop Date Reason 

for 

Stopping 

            

            

            

            

            
*Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 

Other Services or Resources Tried or Considered (Choose from the TBS Services table located in the 

instruction’s sheet):   

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 
If Other, specify:  

______________________________________________________________________________________  

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

What were the results of these services? (Discuss duration and outcomes of previous treatment and how TBS 

is justified): 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

Desired outcome/result of TBS services: 

 

⁭Prevent Higher Level of Care 

 

⁭Transition to Lower of Care 

 

⁭Prevent Psychiatric Hospitalization 

 

Days and Times TBS may be requested, based on problematic behaviors: 

 

 ⁭Monday:   ___________________________________________ 

⁭Tuesday:   ___________________________________________                     

⁭Wednesday:  ___________________________________________ 

⁭Thursday: ___________________________________________ 

⁭Friday: ___________________________________________ 

⁭Saturday: ___________________________________________ 

⁭Sunday: ___________________________________________ 
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Signature of Clinician Completing/Accepting the Assessment:  

 

_________________________________   _____________________ 

Signature        Date 

 

_________________________________   _____________________ 

Printed Name        Anasazi ID number 

 

Signature of Staff Entering Information (if different from above):  

 

_________________________________   _____________________ 

Signature        Date 

 

_________________________________   _____________________ 

Printed Name        Anasazi ID number 

 

 



       HIGH RISK ASSESSMENT (HRA) INSTRUCTIONS   

 

2013 
 

 

 

 

 

PURPOSE: Suicide and violent assault are very serious public health concerns 

nationwide and in San Diego County. The HRA and the HRP (High Risk 

Plan) are designed to identify, assess and create a safety plan for high risk 

clients. 

 

 

WHEN: Completion of the HRA is recommended as part of the initial assessment 

process, and thereafter anytime a client presents with risk factors.  

 
 

ON WHOM: Any client receiving mental health services within BHS System of Care.   

 

 

COMPLETED BY: Any direct service provider delivering services within their scope 

of practice.  A Co-signature is required for all non-licensed, registered or 

waivered staff, LVN’s and LPT’s.  

  

 

MODE OF     
COMPLETION:  Legibly handwritten or typed. 

 

 

REQUIRED     

ELEMENTS: All elements must be assessed.  

 

 

 

NOTE: In the future (projected to be approximately 7/1/13) the HRA will be 

incorporated into BHAs, and the HRP will be a separate electronic form in 

Anasazi. Once this occurs, the HRA will required to be completed on all 

clients.  The HRP will be required if specific criteria are met on the HRA.   

 

The paper HRA and the HRP should be kept in the paper client chart.  
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HIGH RISK ASSESSMENT (HRA) 
 

CLIENT NAME:         CASE NUMBER:       

 

HIGHEST RISK INDICATORS: ANY YES RESPONSE WILL REQUIRE COMPLETION OF A HIGH RISK PLAN 

 

Current Suicidal Ideation with intent      No Yes Refuse/Cannot Assess 

Currently fearful of hurting self or others and cannot reassure that he/she  No Yes Refuse/Cannot Assess 

  would seek help first 

History of or recent potentially lethal self destructive, arson, or assault attempt?   No Yes Refuse/Cannot Assess  

Suicide of 1
st
 degree relative?        No Yes Refuse/Cannot Assess  

Pre-death behavior/committed to dying      No Yes Refuse/Cannot Assess 

(settling obligations, give away possessions) 

Incapacitating illness        No Yes Refuse/Cannot Assess 

Chronic intractable pain        No Yes Refuse/Cannot Assess 

Command hallucinations to significantly harm self or others    No Yes Refuse/Cannot Assess 

Preoccupation with diagnosis of life threatening illness    No Yes Refuse/Cannot Assess 

Current caretaker has a “highest risk” indicator     No Yes Refuse/Cannot Assess 

Extreme isolation (Child to 25 yrs of age)      No Yes Refuse/Cannot Assess 

Victim of bullying (Child to 25 yrs of age)      No Yes Refuse/Cannot Assess 

 

A YES or Refuse/Cannot Assess response to any of the above HIGHEST RISK INDICATORS requires detailed documentation: 

 

      

 

Current Homicidal Ideation?       No Yes Refuse/Cannot Assess 

 

A YES or Refuse/Cannot Assess response requires detailed documentation and mandatory victim question.   

Specify plan (vague, intent, with/without means): 

 

      

 

Reasonably identifiable victim(s)?  No Yes   Tarasoff Warning Indicated?   No    Yes 

 

Reported To:       Date:       

 

If yes, detailed documentation mandatory.  Include victim(s) name and contact information (Tarasoff Warning Details): 

 

      

 

Current Domestic Violence?       No Yes Refuse/Cannot Assess 

 

If yes, detailed documentation and child/adult protective services question mandatory.  Describe situation: 

 

      

 

Child/Adult Protective Services Notification Indicated?  No    Yes 

 

Reported To:       Date:       

 

Specify Domestic Violence Plan (include Child/Adult Protective Services Information): 

 

      

 

A YES response to any of the above HIGHEST RISK INDICATORS requires a HIGH RISK PLAN. 

 

For all unlicensed staff, documentation of a consultation is required in the High Risk Plan.  For trainees specifically, review with 

supervisor is required prior to end of session. 
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OTHER RISK INDICATORS 
 

Age, gender, race, sexual orientation (Demographic factors)  No Yes  Refuse/Cannot Assess 

Sexual or gender identity issues  No Yes  Refuse/Cannot Assess 

History of fantasy or plan to harm self/others  No Yes  Refuse/Cannot Assess 

Witness of suicide  No Yes  Refuse/Cannot Assess 

Military/veteran  No Yes  Refuse/Cannot Assess 

Recent (under 1 year) return from combat zone  No Yes  Refuse/Cannot Assess 

Stressful caretaking role  No Yes  Refuse/Cannot Assess 

Law enforcement (past or present employment)  No Yes  Refuse/Cannot Assess 

Discharge from 24 hour program (hospital, IMD, START, residential  No Yes  Refuse/Cannot Assess 

  treatment, etc) – (Recent, within 3 months) 

Release from criminal custody – (Recent, within 3 months)  No Yes  Refuse/Cannot Assess 

Alcohol/drug residential treatment failure – (Recent, within 3 months)  No Yes  Refuse/Cannot Assess 

Anniversary of important loss  No Yes  Refuse/Cannot Assess 

Health deterioration of self or significant others – (Recent)  No Yes  Refuse/Cannot Assess 

Victimization –commercial sex exploitation, sexual abuse, incest,  No Yes  Refuse/Cannot Assess 

  physical abuse, domestic violence, bullying, or other assault – (Recent, within approx. 3 mos.) 

Unresolved significant loss (people, pets, jobs, shelter) –  No Yes  Refuse/Cannot Assess 

  (Recent, within approx. 3 mos.) 

Unresolved legal or financial problems - (Recent, within approx. 3 mos.)  No Yes  Refuse/Cannot Assess 

Gravely disabled – (Recent, within approx.3 mos.)   No Yes  Refuse/Cannot Assess 

Extreme social isolation, real or perceived  No Yes  Refuse/Cannot Assess 

 Immigration/refugee issues  No Yes  Refuse/Cannot Assess 

Justice system involvement, past or present  No Yes  Refuse/Cannot Assess 

Gang exposure   No Yes  Refuse/Cannot Assess 

Homelessness or imminent risk thereof  No Yes  Refuse/Cannot Assess 

Access to means to harm self/others  No Yes  Refuse/Cannot Assess 

Previous attempts to harm self/others  No Yes  Refuse/Cannot Assess 

Easy access to firearms or firearms in home  No Yes  Refuse/Cannot Assess 

Experience in handling firearms  No Yes  Refuse/Cannot Assess 

Anti-social behavior – (Recent, within approx. 3 mos.)   No Yes  Refuse/Cannot Assess 

Acts of property damage – (Recent, within approx. 3 mos.)  No Yes  Refuse/Cannot Assess 

Risk taking or self-destructive acts  No Yes  Refuse/Cannot Assess 

Documented borderline, anti-social, or personality disorder  No Yes  Refuse/Cannot Assess 

Documented eating disorder  No Yes  Refuse/Cannot Assess 

Sleeplessness  No Yes  Refuse/Cannot Assess 

Psychomotor agitation  No Yes  Refuse/Cannot Assess 

Panic attacks  No Yes  Refuse/Cannot Assess 

Difficulty making decisions  No Yes  Refuse/Cannot Assess 

Guilt or worthlessness  No Yes  Refuse/Cannot Assess 

Rage  No Yes  Refuse/Cannot Assess 

Impulse control problem  No Yes  Refuse/Cannot Assess 

Substance abuse relapse – (Recent, within 3 months)  No Yes  Refuse/Cannot Assess 

Co-occurring mental and substance abuse disorder  No Yes  Refuse/Cannot Assess 

Current abuse or misuse of drugs and other substances  No Yes  Refuse/Cannot Assess 

Significant change in mood – (Recent, within approx. 3 mos.)  No Yes  Refuse/Cannot Assess 

Hopelessness/sees no options       No Yes  Refuse/Cannot Assess 

 

A YES or Refuse/Cannot Assess response to any of the above OTHER RISK INDICATORS requires detailed documentation. 

 

      

 

PROTECTIVE FACTORS 
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Strong religious or cultural values or prohibition     No Yes  Refuse/Cannot Assess 

Strong social support system       No Yes  Refuse/Cannot Assess 

Positive planning for future       No Yes  Refuse/Cannot Assess 

Engages in treatment        No Yes  Refuse/Cannot Assess 

Valued care giving role (people or pets)      No Yes  Refuse/Cannot Assess 

Strong attachment/responsibility to others  

 

A YES or Refuse/Cannot Assess response to any of the above PROTECTIVE FACTORS requires detailed documentation. 

 

      

 

Signature of Clinician Requiring Co-Signature:         Date:       

 

Signature of Clinician Completing/Accepting Assessment:        Date:       
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County of San Diego, BHS 
 

HIGH RISK PLAN (HRP) 
 

CLIENT NAME:         CASE NUMBER:       

 

Completion or update of High Risk Assessment (HRA) should be noted in Progress Note on same date.  
 

After evaluation of all risks in light of relevant mitigating factors, note whatever appropriate actions are taken, below. 
 

  ACTIVE HRP Effective Date:       

 

 Consultation:  If immediate risk, trainee consultation to occur before client leaves program/office. 

 

 In-house clinical or administrative supervisor 

 Treatment team members 

 Colleague 

 

Date of consultation:       With whom:       

Outcome:       

 

 

 Communicate risk to other programs or staff who may assume responsibility (covering staff, EPU, ESU, PERT, hospital, CPS, 

APS, etc.) 

Describe:       

 

 Consideration of higher level of care or service (case management, FSP, organizational provider, hospital, more frequent 

sessions, phone calls, etc.)  

 Describe:       

 

 Contact client’s family member, caretaker or designated emergency contact. (Should cross reference to Progress Note for 

 details) 

Who:       Date:      

 

 

 Linkage to additional resources:       

   

 

 Current treatment plan was revised?  No    Yes 

If no, rationale:       

 

 Use of Protective Factors 

Describe:       

 

  INACTIVE HRP Effective Date:       

 Describe:        

 

 

Signature of Clinician Requiring Co-Signature:          Date:       

 

 

Signature of Clinician Completing/Accepting Assessment:         Date:       



MENTAL HEALTH SERVICES 

 
2012 

 

 

 

UM/OUTCOME 

EVALUATIONS/ 

MEASURES 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE:  Outcome evaluation/measure tools are obtained by contacting CASRC via  

email at soce@casrc.org or via phone at 858-966-7703 ext 3508.  Questions regarding  
data collection and data entry into the DES/SOCE should also be directed to CASRC for 
the Children’s programs.  For the Adult programs outcome evaluation/measures are 
obtained by contacting HASRC. 

mailto:soce@casrc.org


MENTAL HEALTH SERVICES 

 
2012 

 

 

 

 

 

 

CHILDREN’S 

PROGRAMS 

 
 

 

 

 

 

 

 

 

 

 

 

 

 



YOUTH TRANSITION SELF-EVALUATION - PAPER 

 2012 

 

 

 

WHEN:   For clients 16 years or older, within 30 calendar days of opening the  

client’s assignment according to age (see “On Whom”).  When client has 

been in the System of Care, the evaluation form should be requested 

from the prior provider.  If the evaluation is not received prior to the 

thirty days, a new evaluation shall be completed. 
 

ON WHOM: All clients age 16 years or older, including those already in the 

Children’s Mental Health System of Care.  The evaluation form must be 

updated at age 17, 17 1/2, 18 and yearly thereafter until client is 

discharged from Children’s Mental Health System of Care. 
 

COMPLETED BY:  Client shall complete the evaluation, and when needed staff may 

    assist the client in completing the form. 
 

MODE OF      
COMPLETION: Youth Transition Self-Evaluation form (MHS-624) and filed in the 

hybrid chart. 
 

REQUIRED     
ELEMENTS: Complete all prompts.  The following five life domains are rated by 

circling a 1 to 5 or non applicable scale:   

Health / Mental Health,  

Social Skills,  

Daily Living Skills,  

Financial, and  

Educational /Vocational.   

Staff must address any item/s that result in a score of less than 3 by a 

written comment in the “Action” section of the form. 
 

 

 

 

 

 

NOTE: The Youth Transition Self-Evaluation form may be imported from 

previous assignments or other providers. 
 

 



                              Date Completed:  ___________________________ 
 

Please read each of the following LIFE DOMAIN statements and circle the answer that 

sounds the most like you:  

County of San Diego - CMHS 

 

 

 

 

YOUTH TRANSITION SELF-EVALUATION 

 

Client:   
 

InSyst #:   
 

Program:   

HHSA:MHS-624  (3/2005) Page 1 of 2 

 

                                 No,                              Yes, 
HEALTH/MENTAL HEALTH                          Not at All           Somewhat           Definitely    N/A 

1.  I know how to keep my mental health services, or get them going 

again. 
1 2 3 4 5 N/A 

2.  I know how to get a copy of my file if I need one. 1 2 3 4 5 N/A 

3.  I know what problems I have and how to get the help I need. 1 2 3 4 5 N/A 

4.  I know how to find a therapist or doctor and how to make an 

appointment. 
1 2 3 4 5 N/A 

5.  I know the names of the medicines I take. 1 2 3 4 5 N/A 

6.  I know and can say why I take the medicines. 1 2 3 4 5 N/A 

7.  I know how to get more of my medicine so I don’t run out. 1 2 3 4 5 N/A 

8.  I know how to get help if I have a problem with drugs or alcohol. 1 2 3 4 5 N/A 

9.  I know what taking illegal drugs, alcohol or smoking can do to my 

body. 
1 2 3 4 5 N/A 

10. I can explain the side effects my medicines can cause. 1 2 3 4 5 N/A 

11. I show appropriate self-control. 1 2 3 4 5 N/A 

12. I know some things I can do to deal with stress. 1 2 3 4 5 N/A 

13. I know how I can prevent pregnancy & sexually transmitted 

diseases. 
1 2 3 4 5 N/A 

ACTIONS/COMMENTS:_____________________________________________________________________________

________________________________________________________________________________________________ 

 

                                 No,                              Yes, 
SOCIAL SKILLS                            Not at All           Somewhat           Definitely    N/A 

1.  During my free time, I find something to do that doesn’t get me into 

trouble. 
1 2 3 4 5 N/A 

2.  I have positive free time activities that I enjoy. 1 2 3 4 5 N/A 

3.  I am involved in group activity (sports, youth group, etc.). 1 2 3 4 5 N/A 

4.  I can explain how I am feeling. 1 2 3 4 5 N/A 

5.  I can handle things that make me mad without yelling, hitting, or 

breaking things. 
1 2 3 4 5 N/A 

6.  I talk over problems with friends/family. 1 2 3 4 5 N/A 

7.  I am willing to have my family or friends help me. 1 2 3 4 5 N/A 

8.  I have friends my own age. 1 2 3 4 5 N/A 

9.  I know how to be polite to others. 1 2 3 4 5 N/A 

10. I am able to introduce myself to new people. 1 2 3 4 5 N/A 

11. I know how to be a good listener, and ask questions when I need to 

understand better. 
1 2 3 4 5 N/A 

12. I know some ways I could help others who live near me. 1 2 3 4 5 N/A 

13. I can explain my own cultural background. 1 2 3 4 5 N/A 

ACTIONS/COMMENTS:_____________________________________________________________________________

________________________________________________________________________________________________ 

 

 



County of San Diego - CMHS 

 

 

 

 

YOUTH TRANSITION SELF-EVALUATION 

 

Client:   
 

InSyst #:   
 

Program:   

HHSA:MHS-624   (3/2005) Page 2 of 2 

                                 No,                              Yes, 
DAILY LIVING SKILLS                           Not at All           Somewhat           Definitely    N/A 

1.  I know who to call if there is an emergency. 1 2 3 4 5 N/A 

2.  I keep my teeth and body clean. 1 2 3 4 5 N/A 

3.  I know how to do my own laundry. 1 2 3 4 5 N/A 

4.  I keep my room clean. 1 2 3 4 5 N/A 

5.  I know how to buy things at the grocery store. 1 2 3 4 5 N/A 

6.  I know how to cook my own meals. 1 2 3 4 5 N/A 

7.  I know what foods I should eat to keep me healthy. 1 2 3 4 5 N/A 

8.  I know how to get a driver’s license or California I.D. 1 2 3 4 5 N/A 

9.  I know how to use buses or other public transportation. 1 2 3 4 5 N/A 

10. I can give somebody directions to where I live. 1 2 3 4 5 N/A 

11. I can take care of myself if I am sick or get hurt, and I know where 

to get help. 
1 2 3 4 5 N/A 

12. I know how to get something fixed at home if it is broken. 1 2 3 4 5 N/A 

13. I know what could be unsafe in my home and how to fix it. 1 2 3 4 5 N/A 

14. I know how to find a place to live. 1 2 3 4 5 N/A 

ACTIONS/COMMENTS:_____________________________________________________________________________

________________________________________________________________________________________________ 
 

                                   No,                              Yes, 
FINANCIAL                              Not at All            Somewhat          Definitely     N/A 

1.  I know how to manage my money so I can always pay my bills. 1 2 3 4 5 N/A 

2.  I know how to write a check, use a credit card or a debit card, and I 

know how to pay by cash and get the right change back. 
1 2 3 4 5 N/A 

3.  I know how to decide what to buy first if I want several things and 

don’t have enough money for everything. 
1 2 3 4 5 N/A 

4.  I can explain the good & bad points of buying on credit. 1 2 3 4 5 N/A 

ACTIONS/COMMENTS:_____________________________________________________________________________

________________________________________________________________________________________________ 
 

                                     No,                                 Yes, 
EDUCATIONAL/VOCATIONAL                                            Not at All          Somewhat          Definitely   N/A 

1.  I know what helps me learn new things. 1 2 3 4 5 N/A 

2.  I know what I like to do. 1 2 3 4 5 N/A 

3.  I know what I am good at doing. 1 2 3 4 5 N/A 

4.  I know what my educational goals are. 1 2 3 4 5 N/A 

5.  I know how to meet my educational goals. 1 2 3 4 5 N/A 

6.  I know what kind of job or career I would like to have. 1 2 3 4 5 N/A 

7.  I can explain the education and/or training needed for my career 

options. 
1 2 3 4 5 N/A 

8.  I can find out what kinds of activities/classes an organization offers. 1 2 3 4 5 N/A 

9.  I know coming to work on time every day is very important, and I 

can do it. 
1 2 3 4 5 N/A 

10. I get my work done on time. 1 2 3 4 5 N/A 

11. I follow directions from my supervisor/teacher. 1 2 3 4 5 N/A 

ACTIONS/COMMENTS:_____________________________________________________________________________

________________________________________________________________________________________________ 

STAFF TO SEE INSTRUCTIONS REGARDING ITEMS THAT MUST BE ADDRESSED. 



                             Fecha en que se completó: ____________________ 
 

Por favor lea cada una de las siguientes afirmaciones sobre los diferentes ASPECTOS DE 

LA VIDA y marque con un círculo la respuesta que le parezca más cercana a lo que usted 

sabe o hace: 

County of San Diego - CMHS 

 

 

 

 

YOUTH TRANSITION SELF-EVALUATION 

 

Client:   
 

InSyst #:   
 

Program:   

HHSA:MHS-624  (3/2005)                Página 1 de 2 

 

                                      No,                                  Sí, 
SALUD FÍSICA / MENTAL                                   no sé             Sé un poco                sí sé      N/A 

1.  Sé cómo conservar mis servicios de salud mental o cómo reactivarlos.  1 2 3 4 5 N/A 

2.  Sé cómo obtener una copia de mi expediente si lo necesito.  1 2 3 4 5 N/A 

3.  Sé los problemas que tengo y cómo conseguir la ayuda que necesito.  1 2 3 4 5 N/A 

4.  Sé cómo buscar a un terapeuta o a un médico y sé como hacer una 

cita con él o con ella. 
1 2 3 4 5 N/A 

5.  Sé los nombres de los medicamentos que tomo. 1 2 3 4 5 N/A 

6.  Sé y puedo decir porqué tomo los medicamentos. 1 2 3 4 5 N/A 

7.  Sé cómo volver a surtir mis medicamentos para que no me falten.  1 2 3 4 5 N/A 

8.  Sé cómo obtener ayuda si tengo problemas de alcohol o de drogas. 1 2 3 4 5 N/A 

9.  Sé lo que le puede pasarle a mi cuerpo si fumo, consumo alcohol y/o 

drogas controladas. 
1 2 3 4 5 N/A 

10. Puedo explicar los efectos secundarios de los medicamentos que 

tomo. 
1 2 3 4 5 N/A 

11. Demuestro tener el autocontrol adecuado. 1 2 3 4 5 N/A 

12. Sé de algunas cosas que puedo hacer para manejar el estrés /la 

tensión. 
1 2 3 4 5 N/A 

13. Sé cómo puedo prevenir el embarazo y las enfermedades de 

transmisión sexual. 
1 2 3 4 5 N/A 

ACCIONES/COMENTARIOS:__________________________________________________________________________

________________________________________________________________________________________________ 

 

                                      No,                                 Sí, 
CAPACIDAD PARA INTERACTUAR CON LOS DEMÁS            no sé            Sé un poco               sí sé       N/A 

1.  En mi tiempo libre busco hacer cosas que no me metan en problemas.  1 2 3 4 5 N/A 

2.  En mi tiempo libre realizo actividades positivas que disfruto.  1 2 3 4 5 N/A 

3.  Formo parte de actividades en grupo (deportes, grupos juveniles, etc.) 1 2 3 4 5 N/A 

4.  Puedo explicar cómo me siento. 1 2 3 4 5 N/A 

5.  Puedo manejar situaciones que me enojan, sin necesidad de gritar, 

pegar o romper cosas. 
1 2 3 4 5 N/A 

6.  Hablo de los problemas con mi familia y mis amigos. 1 2 3 4 5 N/A 

7.  Estoy dispuesto(a) a que mi familia o mis amigos me ayuden. 1 2 3 4 5 N/A 

8.  Tengo amigos de mi misma edad. 1 2 3 4 5 N/A 

9.  Sé comportarme educadamente con los demás.  1 2 3 4 5 N/A 

10. Soy capaz de presentarme yo solo a personas que no conozco.  1 2 3 4 5 N/A 

11. Sé cómo escuchar y sé hacer preguntas cuando quiero entender mejor 

algo. 
1 2 3 4 5 N/A 

12. Sé cómo ayudar a las otras personas que viven cerca de mí. 1 2 3 4 5 N/A 

13. Puedo explicar mi formación cultural.   1 2 3 4 5 N/A 

ACCIONES/COMENTARIOS:__________________________________________________________________________

________________________________________________________________________________________________

___ 
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Client:   
 

InSyst #:   
 

Program:   
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                                    No,                               Sí, 
CAPACIDAD PARA SOBREVIVIR                                                no sé               Sé un poco              sí sé       N/A 

1.  Sé a quién llamar en caso de una emergencia.  1 2 3 4 5 N/A 

2.  Mantengo mi cuerpo y mis dientes limpios.   1 2 3 4 5 N/A 

3.  Sé cómo lavar mi ropa. 1 2 3 4 5 N/A 

4.  Mantengo limpio mi cuarto. 1 2 3 4 5 N/A 

5.  Sé cómo comprar cosas en la tienda de comestibles.   1 2 3 4 5 N/A 

6.  Sé cómo preparar mis comidas.  1 2 3 4 5 N/A 

7.  Sé los alimentos que debo consumir para mantenerme sano(a). 1 2 3 4 5 N/A 

8.  Sé cómo sacar una licencia para conducir o una credencial de 

identificación de California. 

1 2 3 4 5 
N/A 

9.  Sé cómo transportarme en autobuses y en otro tipo de transporte 

público. 

1 2 3 4 5 
N/A 

10. Puedo dar instrucciones sobre cómo llegar al lugar en donde vivo.  1 2 3 4 5 N/A 

11. Puedo cuidarme a mi mismo(a) si estoy enfermo(a), y sé dónde 

conseguir ayuda. 
1 2 3 4 5 N/A 

12. Sé cómo componer algo en casa si está descompuesto.  1 2 3 4 5 N/A 

13. Sé lo que puede ser peligroso en la casa y cómo eliminar el peligro. 1 2 3 4 5 N/A 

14. Sé cómo buscar vivienda. 1 2 3 4 5 N/A 

ACCIONES/COMENTARIOS:__________________________________________________________________________ 
 

                                   No,                                 Sí, 
FINANZAS                                    no sé             Sé un poco                 sí sé        N/A 

1.  Sé cómo manejar mi dinero para poder pagar siempre mis cuentas.  1 2 3 4 5 N/A 

2.  Sé cómo escribir un cheque, usar tarjeta de crédito o de débito, y sé 

cómo pagar en efectivo y recibir el cambio correcto. 
1 2 3 4 5 N/A 

3.  Sé decidir que debo comprar primero cuando hay varias cosas que 

deseo y no suficiente dinero para todas. 
1 2 3 4 5 N/A 

4.  Puedo explicar lo bueno y lo malo de comprar a crédito. 1 2 3 4 5 N/A 

ACCIONES/COMENTARIOS:__________________________________________________________________________ 
 

                                     No,                                  Sí, 
EDUCACIÓN / PROFESIÓN                                                no sé                 Sé un poco            sí sé       N/A 

1.  Sé qué es lo que me ayuda a aprender cosas nuevas.   1 2 3 4 5 N/A 

2.  Sé lo que me gusta hacer.  1 2 3 4 5 N/A 

3.  Sé para lo que soy bueno. 1 2 3 4 5 N/A 

4.  Sé cuáles son mis metas de educación.   1 2 3 4 5 N/A 

5.  Sé cómo alcanzar mis metas de educación.  1 2 3 4 5 N/A 

6.  Sé el tipo de trabajo o de carrera que deseo tener. 1 2 3 4 5 N/A 

7. Puedo explicar la educación y/o el entrenamiento que se necesita 

para las carreras que deseo seguir. 
1 2 3 4 5 N/A 

8.  Puedo averiguar que tipo de actividades o de clases ofrece una 

organización.  
1 2 3 4 5 N/A 

9.  Sé que llegar a tiempo al trabajo es muy importante, y yo puedo 

hacerlo. 
1 2 3 4 5 N/A 

10. Termino mi trabajo a tiempo. 1 2 3 4 5 N/A 

11. Sigo las instrucciones de mi supervisor / profesor. 1 2 3 4 5 N/A 

ACCIONES/COMENTARIOS:__________________________________________________________________________ 

STAFF TO SEE THE INSTRUCTIONS REGARDING ITEMS THAT MUST BE ADDRESSED  



    Ngaøy ñieàn xong : ___________________________ 
 

Xin caùc baïn vui loøng ñoïc caùc khung döôùi ñaây vaø khoanh troøn caâu 
naøo dieãn taû ñuùng nhaát con ngöôøi cuûa baïn  
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                               Khoâng ,                              Vaâng, 
SÖÙC KHOEÛ/SÖÙC KHOEÛ TAÂM THAÀN                       Khoâng chuùt naøo      Phaàn naøo         

Chaéc chaén    N/A 
1.  Toâi bieát giöõ nhöõng dòch vuï taâm thaàn, hoaëc tieáp tuïc 

trôû laïi nhaän nhöõng dòch vuï naøy. 
1 2 3 4 5 N/A 

2  Toâi bieát caùchlaáy baûn sao cuûa hoà sô toâi neáu toâi caàn. 1 2 3 4 5 N/A 

3.  Toâi bieát toâi bò ñau gì vaø tìm ñöôïc söï giuùp ñôõ khi caàn. 1 2 3 4 5 N/A 

4.  Toâi bieát tìm chuyeân vieân trò lieäu hoaëc baùc só vaø bieát 
saép xeáp buoåi heïn. 

1 2 3 4 5 N/A 

5.  Toâi bieát teân nhöõng thöù thuoác toâi uoáng. 1 2 3 4 5 N/A 

6.  Toâi bieát vaø toâi coù theå noùi taïi sao toâi uoáng thuoác. 1 2 3 4 5 N/A 

7.  Toâi bieát caùch coù theâm thuoác uoáng ñeå khoûi bò heát 
thuoác. 

1 2 3 4 5 N/A 

8.  Toâi bieát tìm söï giuùp ñôõ neáu toâi nghieän caàn sa hay 
nghieän röôïu. 

1 2 3 4 5 N/A 

9.  Toâi bieát vieäc gì seõ xaûy ra cho theå xaùc toâi khi toâi duøng 
nhöõng loaïi ma tuùy baát hôïp phaùp, khi uoáng röôïu hoaëc 
huùt thuoác laù. 

1 2 3 4 5 N/A 

10. Toâi coù theå giaûi thích phaûn öùng phuï do thuoác toâi uoáng. 1 2 3 4 5 N/A 

11. Toâi coù thaùi ñoä töï chuû ñuùng luùc. 1 2 3 4 5 N/A 

12. Toâi bieát moät soá ñieàu toâi coù theå laøm ñeå giaûi quyeát 
söï caêng thaúng. 

1 2 3 4 5 N/A 

13. Toâi bieát caùch ngaên ngöøa thuï thai vaø caùc beäänh 
truyeàn nhieãm tình duïc. 

1 2 3 4 5 N/A 

 BIEÄN PHAÙP/NHAÄN XEÙT:           
              
  

 

                               Khoâng,                                      
Vaâng       

KYÕ NAÊNG GIAO TEÁ                   Khoâng chuùt naøo      Phaàn naøo       Chaéc 
chaén     N/A 

1.  Trong luùc roãi raõnh, toâi tìm vieäc ñeå laøm ñeå khoûi sa 
vaøo nhöõng baát traéc. 

1 2 3 4 5 N/A 

2.  Toâi coù thì giôø raõng rang ñeå tham gia nhöõng sinh hoaït 
maø toâi thích. 

1 2 3 4 5 
N/A 

3.  Toâi coù tham gia sinh hoaït nhoùm (theå thao, nhoùm treû, 
vaân vaân...). 

1 2 3 4 5 
N/A 

4.  Toâi coù theå giaûi thích caûm nhaän cuûa toâi. 1 2 3 4 5 N/A 

5.  Toâi coù theå giaûi quyeát nhöõng vieäc khieán toâi töùc 
giaän maø khoâng phaûi la heùt, ñaùnh ñaám, hay ñaäp beå 
ñoà ñaïc. 

1 2 3 4 5 N/A 

6.  Toâi thaûo luaän nhöõng vaán ñeà khoâng oån vôùi baïn 
be/ø gia ñình toâi. 

1 2 3 4 5 
N/A 

7.  Toâi saün saøng ñeå gia ñình vaø baïn beø giuùp toâi. 1 2 3 4 5 N/A 

8.  Toâi coù nhöõng ngöôøi baïn cuøng tuoåi. 1 2 3 4 5 N/A 

9.  Toâi bieát cö xöû leã ñoä vôùi moïi ngöôøi. 1 2 3 4 5 N/A 

10. Toâi coù theå giôùi thieäu chính toâi vôùi nhöõng ngöôøi 1 2 3 4 5 N/A 



County of San Diego - CMHS 

 

 

 

 

YOUTH TRANSITION SELF-EVALUATION 

 

Client:   
 

InSyst #:   
 

Program:   

HHSA:MHS-624   (3/2005) Page 2 of 2 

môùi quen. 

11. Toâi bieát laøm moät ngöôøi chaêm chuù nghe, vaø ñaët 
caâu hoûi khi toâi muoán hieåu roõ hôn. 

1 2 3 4 5 N/A 

12. Toâi bieát moät vaøi caùch ñeå giuùp nhöõng ngöôøi khaùc 
soáng gaàn toâi. 

1 2 3 4 5 
N/A 

13. Toâi coù theå giaÛi thích khaÛ naÊng vaÊn hoùa cuÛa toõi. 1 2 3 4 5 N/A 

BIEÄN PHAÙP/NHAÄN XEÙT:           
              
  
 

                                 Khoâng,                             Vaâng 
KYÕ NAÊNG SOÁNG MOÂÓ NGAØY                           Khoâng chuùt naøo   Phaàn naø          

Chaéc chaén      N/A 
1.  Toâi bieát goïi ai khi coù vieäc caáp cöùu. 1 2 3 4 5 N/A 

2.  Toâi giöõ saïch seõ raêng vaø thaân theå toâi. 1 2 3 4 5 N/A 

3.  Toâi bieát caùch tö giaët quaàn aùo. 1 2 3 4 5 N/A 

4.  Toâi giöõ phoøng toâi saïch seõ. 1 2 3 4 5 N/A 

5.  Toâi bieát mua saém ôû tieäm taïp hoùa. 1 2 3 4 5 N/A 

6.  Toâi bieát töï naáu caùc böõa aên cuûa toâi. 1 2 3 4 5 N/A 

7.  Toâi bieát phaûi aên thöùc aên naøo ñeå ñöôïc khoeû 
maïnh. 

1 2 3 4 5 
N/A 

8.  Toâi bieát caùch laáy baèng laùi xe hay theû chöùng minh 
caù nhaân Cali. 

1 2 3 4 5 
N/A 

9.  Toâi bieát duøng xe buyùt hay phöông tieän giao thoâng 
coâng coäng khaùc. 

1 2 3 4 5 
N/A 

10. Toâi coù theå chæ ñöôøng cho ngöôøi ta ñeán nôi toâi cö 
nguï. 

1 2 3 4 5 
N/A 

11. Toâi co ùtheå tö chaêm soùc khi toâi beänh hay bò thöông, 
vaø toâi bieát ñeán ñaâu ñeå  tìm sö giuùp ñôõ. 

1 2 3 4 5 N/A 

12. Toâi coù theå söõa chöõa nhöõng thöù ôû nhaø khi noù bò 
hö, gaûy beå. 

1 2 3 4 5 
N/A 

13. Toâi bieát nhöõng ñieàu khoâng an toaøn ôû nhaø vaø bieát 
caùch söõa chöaõ. 

1 2 3 4 5 
N/A 

14. Toâi coù theå tìm moät nôi ñeå  cö nguï. 1 2 3 4 5 N/A 

BIEÄN PHAÙP/NHAÄN XEÙT:           
  
 

                                  Khoâng                          Vaâng   , 
TAØI CHAÙNH                                      Khoâng chuùt naøo    Phaàn naøo         

Chaéc chaén     N/A 
1.  Toâi bieát caùch söû duïng tieàn baïc neân toâi coù theå traû 

tieàn caùc hoùa ñôn. 
1 2 3 4 5 

N/A 

2.  Toâi bieát caùch vieát 1 caùi check, duøng theû tín duïng 
hay theû tieàn maët, vaø toâi bieát caùch traû baèng tieàn 
maët vaø laáy ñuùng soá tieàn thoái laïi. 

1 2 3 4 5 N/A 

3.  Toâi bieát quyeát ñònh mua caùi gi tröôùc trong soá nhuõng 
thöù toâi caàn vaø toâi bieát toâi khoâng ñuû tieàn ñeå mua 
taát caû. 

1 2 3 4 5 N/A 

4.  Toâi coù theå giaûi thích ñieàu lôïi vaø baát lôi khi mua chòu. 1 2 3 4 5 N/A 
BIEÄN PHAÙP/NHAÄN XEÙT:           
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                                   Khoâng                                 Vaâng, 
HOÏC VAÁN/ NGHEÀ NGHIEÄP                                                                     Khoâng chuùt naøo     Phaàn 

naøo       Chaéc chaén   N/A 
1.  Toâi bieát nhöõng gì giuùp toâi hoïc hoûi ñieàu môùi. 1 2 3 4 5 N/A 

2.  Toâi bieát toâi thích laøm gì. 1 2 3 4 5 N/A 

3.  Toâi bieát toâi gioûi laøm vieäc gì. 1 2 3 4 5 N/A 

4.  Toâi bieát muïc ñích cuûa vieäc hoïc vaán. 1 2 3 4 5 N/A 

5.  Toâi bieát caùch ñaït ñöôïc muïc ñích hoïc vaán cuûa toâi. 1 2 3 4 5 N/A 

6.  Toâi bieát toâi thích ngheà gì, vieäc gì maø toâi  muoán 
laøm. 

1 2 3 4 5 
N/A 

7.  Toâi coù theå giaûi thích hoïc vaán vaø huaán luyeän caàn 
phaûi coù ñeå cho toâi choïn löa ngheà nghieäp. 

1 2 3 4 5 N/A 

8.  Toâi coù theå tìm ra caùc lôùp vaø sinh hoaït maø caùc hoâi 
ñoaøn cung caáp. 

1 2 3 4 5 N/A 

9.  Toâi bieát ñi laøm vieäc ñuùng gioø moãi ngaøy raát quan 
troïng, vaø toâi coù theå laøm ñöôïc. 

1 2 3 4 5 N/A 

10. Toâi xong coâng vieäc ñuùng giôø. 1 2 3 4 5 N/A 

11. Toâi laøm theo lôøi chæ daãn cuûa giaùm ñoác / thaøy coâ 
giaùo cuûa toâi. 

1 2 3 4 5 
N/A 

BIEÄN PHAÙP/NHAÄN XEÙT:           
              

  

STAFF TO SEE INSTRUCTIONS REGARDING ITEMS THAT MUST BE ADDRESSED. 









TRANSITIONAL YOUTH REFERRAL PLAN - PAPER 

 

 

2012 

 

 

 

WHEN: Children’s Mental Health provider is unable to make a routine or 

successful referral to Adult Mental Health services. 

 

ON WHOM: Any client turning 18 years (or older) who is assessed by a current 

Children’s Mental Health provider to be a candidate for Adult Mental 

Health services.  This form is only to be completed when a direct referral 

to Adult Mental Health services has not been successful. 

 

COMPLETED BY: Staff providing services. 

 

MODE OF 

COMPLETION: Transitional Youth Referral Plan form (MHS-605) and filed in the hybrid 

chart. 

 

REQUIRED 

ELEMENTS: This is a three part process: 

Section I – completed by the referring Children’s Mental Health 

provider  

Section II – completed by the Regional Program 

Coordinator/Designee 

Section III – Completed by Regional Program Coordinator 

/Designee only when the linkage is not successful 
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TRANSITIONAL YOUTH REFERRAL PLAN 
(SEE TRANSITIONAL AGE YOUTH REFERRAL POLICY AND PROCEDURE 01-01-114 FOR MORE DETAILS) 

 

Section I  (completed by Children’s program with attached referral packet and releases) 

 

Staff Name:           Date:       

Referring Program:               

Address:                

Phone Number:       Fax Number:         

Email:                

 

Client’s Name:         Birth Date:       

Client’s Address:                 

Phone Number:               

Insurance Status:               

Current Diagnosis:                 

               

Services currently receiving:            

               

Services needed from Adult Mental Health System of Care:         

                 

 

I have attempted to refer to the following Adult Mental Health Programs unsuccessfully (include all 

attempts and outcome); 
 

Program Name:               

Staff member contacted:                

Outcome (include reason for denial of admission and referrals given):        

               

               

 

Program Name:               

Staff member contacted:                

Outcome (include reason for denial of admission and referrals given):        

               

               

 

Other Comments:               
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SECTION II  (completed by RPC / designee & provided to Children’s provider who initiated request) 

 

Regional Program Coordinator’s (RPC) Response:  

deny services because client does not meet medical necessity criteria 

youth 18 and over; an assessment will be requested from an adult provider agreeable to the client and 

family (see specifics below) 

other (see specifics below) 

 

Program referred to:               

Staff Name/Contact:               

Phone Number:        Fax Number:        

               

               

               

 

RPC / Designee’s Name:         Date:       

Phone Number:        Fax Number:        

Email:                

 

Date response was forwarded to referring party:          

 

 

SECTION III  (Completed by RPC when the linkage is not successful.  RPC shall coordinate an 

initial meeting with a multidisciplinary team within two weeks of the initial referral.) 

     

Date of initial meeting:       
 

Multidisciplinary Team Members Names and Signatures:         

               

               

  

Transition Plan Recommendation:            
               

               

               

               

 

Individual to follow up on Plan:             
Phone Number:        Fax Number:        

Email:                

Date copy of completed form sent to original children’s referral source:       

 

Youth accepted plan:  Yes   No   Other:           

               

(when “no” an alternative shall be identified & same procedure followed)   



FINAL  

Approved Date: 
 
1/25/10 

Approved: 
 
Alfredo Aguirre’s Signature on File 

 
 

Director, Mental Health Services/Designee 

  

County of San Diego 
Health and Human Services Agency (HHSA) 

Mental Health Services 
Policies and Procedures 

 MHS General Administration 

Subject: Transition Age Youth Referral No: 01-02-212 

Formerly: 01-01-114 

Reference: Mental Health (MH) Youth Transition Service Plan, July 
2000 

Page: 1 of 3 

 
PURPOSE: 
 
To support system of care practice by establishing a process for the transition of clients from County and 
contracted Children’s Mental Health Services (CMHS) when routine referrals have been unsuccessful. 
 
POLICY: 
 
Provide a collaborative process between CMHS and Adult/Older Adult Mental Health (A/OAMH) Services 
when routine referrals have been unsuccessful to determine an appropriate referral disposition for youth 
in CMHS who are attaining 18 years (or older in some cases, i.e., AB2726) and who may need continued 
care in the A/OAMH System of Care.  
 
BACKGROUND: 
 
Youth receiving mental health services in the Children’s Mental Health System of Care and who are 
reaching 18 years of age may require system coordination to successfully transition to the Adult System 
of Care.  To provide integrated services; the following procedure is established when routine referrals 
have been unsuccessful.  
 
PROCEDURE(S): 
 
1.   Youth who need transition planning due to their unique needs but for whom routine referrals have 

been unsuccessful will be identified by the Children’s System of Care staff, either their Case 
Manager or Care Coordinator, who shall submit a referral packet containing the following 
information: 

 Referral Form/Cover Letter, 

 650 Children’s Mental Health Assessment and most recent update, 

 Current Five Axis Diagnosis, 

 Youth Transition Evaluation, 

 Mental Status conducted by psychiatrist within the last 45 days, 

 Physical Health Information, 

 Medication Sheet, 

 Service Plan and other plans, e.g., Flexible Service Plan, Therapeutic Behavioral Services 
      (TBS)Plan, 

 Psychological testing done within past year (if available), 

 Individual Education Plan and Individual Transition Plan, 
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 Assessment of financial needs (may need referral to apply for Supplemental Security Income 

(SSI) six months prior to 18th birthday), and 

 Any self evaluations recently given to youth. 
 

2. This packet shall be submitted with releases to the Mental Health Program Coordinator (MHPC) of 
Adult Mental Health Services in the region where youth resides.  The MHPC offices are located at 
3255 Camino del Rio South, San Diego, CA  92108. 

 
3. The MHPC will review the packet to determine medical necessity according to Title 9 and the 

Service Eligibility Policy for the Adult/Older Adult System of Care (to include AB2726 referrals). 
 
4. If the client does not meet medical necessity criteria (or AB2726 criteria), then the client shall be 

referred back to the referral source for services in the community. If the youth is 18 or over, an 
assessment will be requested from an adult provider agreeable to the client and family. If the 
assessment indicates a Medi-Cal beneficiary doesn’t meet medical necessity criteria, a Notice of 
Action Assessment (NOA-A) will be issued, advising him/her of his/her rights to appeal the decision. 

 
5. If a transition plan is agreed upon, the client’s CMHS Case Manager or Care Coordinator will 

attempt to link the client with the targeted service. 
 
6. If the linkage is not successful, the MHPC shall coordinate an initial meeting with a multidisciplinary 

team within two weeks of the initial referral that will include relevant persons that may include, but 
are not limited to, the following:  

 Youth, 

 Support System (parent, social worker, family members), 

 Children’s Mental Health Case Manager and/or Therapist, 

 Current Psychiatrist, 

 Chief of Children’s Outpatient Services (or designee), 

 MHPC 

 Adult/Older Adult Case Management Contracting Officer’s Technical Representative (COTR) if 
applicable, or designee, 

 Probation Officer (if applicable), and 

 Educational/Vocational Specialist. 
 
7. Team will review services and options and create a transition plan, complete the Transition Age 

Youth Referral Plan form, including all signatures. The Care Coordinator will include a copy of the 
Transition Plan in the medical record.  The plan shall identify the individual that will follow up with the 
transition plan. Should the youth decide this plan is not acceptable, an alternative shall be identified 
and same procedure followed. 

 
ATTACHMENT(S): 
 
A -Transition Age Youth Referral Form 
B -Transition Age Youth Referral Plan    
 
 
 

01-02-212%20Attach%20A,%20Referral%20Form.doc
01-02-212%20Attach%20-%20B,%20ReferralPlan.doc
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SUNSET DATE: 
 
This policy will be reviewed for continuance on or before November 30, 2012.    
 
AUTHOR/CONTACT ON 11/23/09: 
 
Virginia West 



CHILD AND ADOLESCENT MEASUREMENT SYSTEM                                

(CAMS) - PAPER 
 

 

2012 

 

 

 

WHEN: Provided to caregivers of youth aged 5 – 18+ and to youth 11 and up 

upon admission, at the authorization/UM cycle, and upon discharge. 

 

 

NOTE:   Questions and to obtain tools as well as direction for data entry – contact 

CASRC 

  soce@casrc.org  
858-966-7703 ext 3508 

 

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

COMPLETED BY: Parent/guardian and client and enter score into DES/COSE – these scores 

are not entered into the EHR. 

 
MODE OF     
COMPLETION: CAMS tools and report summaries.  Raw data is entered into the 

DES/SOCE and summary report is generated.  File tools and reports in 

the hybrid chart. 

 
 

REQUIRED   

ELEMENTS: All elements should be completed.  

 

 

NOTE:   Medication only cases are exempt from completing CAMS. 

 

mailto:soce@casrc.org


CHILDREN’S FUNCTIONAL ASSESSMENT RATING SYSTEM (CFARS) 

 

 

2012 

 

 

WHEN: Completed by clinicians upon admission, at the authorization/UM cycle, 

and upon discharge.  To be used by Children’s programs only. 

 

 

NOTE: Clinicians are expected to complete certification on the rating system tool prior 

to utilizing the tool through the website at: 

 http://outcomes.fmhi.usf.edu/cfars.cfm 
   

  

 Questions – contact CASRC 

   soce@casrc.org  
858-966-7703 ext 3508 

 

 

ON WHOM: Clients opened to identified Units/SubUnits.   

 

 

COMPLETED BY:  Clinician.   

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record.  Additionally,  

    this data must be entered into the DES/SOCE. 

 

REQUIRED   

ELEMENTS: All elements should be completed.  

     

For each category, a level of severity (1-9) must be marked, along with 

the adjectives or phrases that describe the child’s symptoms or assets. 

 

 

 

 

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 

http://outcomes.fmhi.usf.edu/cfars.cfm
mailto:soce@casrc.org


   

 

 

 

Client Name:___________________________  Case #:___________________________ 

Date:_______________________    *Program Name:___________________ 

 

San Diego County Mental Health Services 

Children’s Functional Assessment rating Scale-CFARS 
Copyright held by University of South Florida, John C. Ward, Jr., PhD 

Type of Assessment: 

 Admission    # Of Months 

  3 Months    School Based 

  6 Months    Discharge  

  9 Months    Admin. Discharge 

Admission Date:  __________________ 

 

Problem Severity Ratings 

Use the scale below to rate the child/youth’s current [last three weeks] of severity for each category. 

A rating from 1-9 is required for each major category. Check as many symptoms as indicated under each major category. 
1 2 3 4 5 6 7 8 9 

No problem Less than 

Slight 

Slight Problem Slight to 

Moderate 

Moderate 

Problem 

Moderate to 

Severe 

Severe 

Problem 

Severe to 

Extreme 

Extreme 

Problem 

*Depression           *Anxiety           

Depressed Mood Happy Sleep Problems Anxious/Tense Calm Guilt 

Sad Hopeless Lacks Energy / Interest Phobic Worried/ Fearful Anti-Anxiety Meds 

Irritable Withdrawn Anti-Depression Meds Obsessive/Compulsive Panic  

*Hyper activity           *Thought Process           

Manic Inattentive Agitated Illogical Delusional  Hallucinations 

Sleep Deficit Overactive / Hyperactive Mood Swings Paranoid Ruminative Command 

Hallucination 

Pressured Speech Relaxed Impulsivity Derailed Thinking Loose Associations Intact 

ADHD Meds Anti-Manic Meds  Oriented Disoriented Anti-Psych Meds 

*Cognitive Performance           *Medical / Physical           

Poor Memory Low Self-Awareness Acute Illness Hypochondria Good Health 

Poor Attention/Concentration Developmental Disability CNS Disorder Chronic Illness Need Med./Dental 

Care 

Insightful Concrete Thinking Pregnant Poor Nutrition Enuretic/ Encopretic 

Impaired Judgment Slow Processing Eating Disorder Seizures Stress-Related Illness 

*Traumatic Stress           *Substance Use           

Acute Dreams/Nightmares Alcohol Drug(s) Dependence 

Chronic Detached Abuse Over Counter Drugs Cravings/Urges 

Avoidance Repression/Amnesia DUI Abstinent I.V .  Drugs 

Upsetting Memories Hyper Vigilance Recovery Interfere w/Functioning Med. Control 

*Interpersonal Relationships           *Behavior in “Home” Setting           

Problems w/Friends Diff. Estab./ Maintain Disregards Rules Defies Authority 

Poor Social Skills Age-Appropriate Group Participation Conflict w/Sibling or Peer Conflict w/Parent or Caregiver 

Adequate Social Skills Supportive Relationships Conflict w/Relative Respectful 

Overly Shy  Responsible  

*ADL Functioning           (Not Age Appropriate In:)   *Socio-Legal           

Handicapped Communication         Self Care Disregards Rules Offense/Property Offense/Person 

Permanent Disability Hygiene Recreation Fire Setting Probation/Parole Pending Charges 

No Known Limitations Mobility  Dishonest Use/Con Other(s) Incompetent to Proceed 

   Detention/ Commitment Street Gang Member 

*Select:  Work  School           *Danger to Self           

Absenteeism Poor Performance Regular Suicidal Ideation Current Plan Recent Attempt 

Dropped Out Learning disabilities Seeking Past Attempt Self-Injury Self-Mutilation 

Employed Doesn’t Read/Write Tardiness “Risk-Taking” 

Behavior 

Serious Self-Neglect Inability to Care for 

Self 

Defies Authority Not Employed Suspended    

Disruptive Terminated/ Expelled Skips Class    

*Danger to Others           *Security/ Management Needs           

Violent Temper Threatens Others Home w/o Supervision Suicide Watch 

Causes Serious Injury Homicidal Ideation Behavioral Contract Locked Unit 

Use of Weapons Homicidal Threats Protection from Others Seclusion 

Assaultive Homicide Attempt Home w/Supervision Run/Escape Risk 

Cruelty to Animals Accused of Sexual Assault Restraint Involuntary Exam/ Commit. 

Does not appear dangerous to Others Physically Aggressive Time-Out PRN Medications 

  Monitored House Arrest One-to-One Supervision 

 

Signature of Staff Member Obtaining Information:   _________________________________ 

Printed Name:_____________________________ Anasazi Staff ID: _________Date: ______________ 

Signature of Staff Entering Information (If different from above):  _____________________________ 

Printed Name:_____________________________ Anasazi Staff ID: _________Date: ______________  



EYBERG CHILD BEHAVIOR INVENTORY                                      

(ECBI) - PAPER 
 

 

2012 

 

 

 

WHEN: Completed for youth under the age of 5 upon admission and discharge. 

 

 

NOTE:   Questions and to obtain tools as well as direction for data entry – contact 

CASRC 

  soce@casrc.org  
858-966-7703 ext 3508 

 

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

COMPLETED BY: Parent/guardian and scored by clinical staff providing service and enter 

score into DES/SOCE – these scores are not entered into the EHR. 
 

MODE OF     
COMPLETION: ECBI tool.  Data is entered into the DES/SOCE.  File tool in the hybrid 

chart. 

 

REQUIRED   

ELEMENTS: All elements should be completed.  

 

 

 

 

 

mailto:soce@casrc.org


MENTAL HEALTH SERVICES 

 
2012 

 

 

 

 

 

ADULT 

PROGRAMS 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Recovery Markers Questionnaire (RMQ)-Paper 

 

 

2012 

 

WHEN:  Completed by client at assessment and every 6 months 

thereafter. 

 

 

NOTE:    Exception: County Case Management and meds only 

clients completed at assessment and annually. 

  

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

 

COMPLETED BY:  Client. If clients require assistance with their RMQ’s, staff 

can help them complete the assessments. Ideally this would 

be done by a peer or volunteer but any staff could assist.  

 

 

MODE OF     
COMPLETION:  Printed out on paper to be completed by client and entered                    

    online by program staff.  Online website to print out form  

                and enter results: https://homs.ucsd.edu/login.aspx 

 

 

REQUIRED 

ELEMENTS:  All elements should be completed.  

 

 

 

     

 

 

 

 

 

 

 

 

 

 

  

https://homs.ucsd.edu/login.aspx


 

Client could not complete because:  language refused unable other (please specify):________________________ 
 

NOTE: This form can be faxed confidentially to (858) 622-1795 with cover page. 

© Priscilla A. Ridgway, 2005  

Recovery Markers Questionnaire (RMQ) 
               DATE: 

  

    /     /         

 
STAFF ID #:                   

CLIENT CASE #: 
 

                  

 
UNIT/SUB-UNIT:         /         

 
  

For each of the following questions,  

please fill in the answer that is true for you now. 

Strongly 

Agree 
Agree Neutral Disagree 

 Strongly 

Disagree 

My living situation is safe and feels like home to me.     

I have trusted people I can turn to for help.     

I have at least one close mutual (give-and-take) relationship.     

I am involved in meaningful productive activities.     

My psychiatric symptoms are under control.     

I have enough income to meet my needs.     

I am not working, but see myself working within 6 months.     

I am learning new things that are important to me.     

I am in good physical health.     

I have a positive spiritual life/connection to a higher power.     

I like and respect myself.     

I am using my personal strengths skills or talents.     

I have goals I'm working to achieve.      

I have reasons to get out of bed in the morning.     

I have more good days than bad.     

I have a decent quality of life.      

I control the important decisions in my life.      

I contribute to my community.     

I am growing as a person.      

I have a sense of belonging.     

I feel alert and alive.      

I feel hopeful about my future.     

I am able to deal with stress.     

I believe I can make positive changes in my life.      

My symptoms are bothering me less since starting services here     

I deal more effectively with daily problems since starting services here     
 

 
Yes No 

I am working part time (less than 35 hours a week)  

I am working full time (35 or more hours per week)  

I am in school  

I am volunteering  

I am in a work training program  

I am seeking employment  

I am retired  

I regularly visit a clubhouse or peer support program  
 

YOUR INVOLVEMENT IN THE RECOVERY PROCESS: Which of the following statements is most true for you? 

I have never heard of, or thought about, recovery from psychiatric disability 

I do not believe I have any need to recover from psychiatric problems 

I have not had the time to really consider recovery 

I've been thinking about recovery, but haven't decided yet 

I am committed to my recovery, and am making plans to take action very soon 

I am actively involved in the process of recovery from psychiatric disability 

I was actively moving toward recovery, but now I'm not because: _________________________________________ 

I feel that I am fully recovered; I just have to maintain my gains 
Other (specify):______________________________________________________________________________ 

 



Illness Management and Recovery (IMR)-Paper 

 

 

2012 

 

 

 

 

 

WHEN:  Completed by clinicians at assessment and every 6 months 

thereafter. 

 

 

NOTE:    Exception: County Case Management and meds only 

clients completed at assessment and annually. 

  

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

 

COMPLETED BY:  Clinician or Case Manager. 

 

 

 

MODE OF     
COMPLETION:  Online questionnaire. Printed copy can be printed out and kept in

 the hybrid chart. Online website: https://homs.ucsd.edu/login.aspx

        

 

REQUIRED 

ELEMENTS:  All elements should be completed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://homs.ucsd.edu/login.aspx
https://homs.ucsd.edu/login.aspx


 

 

 

1. Progress towards personal goals: In the past 3 months, s/he has come up with… 
    

No personal A personal goal, but A personal goal and A personal goal and has A personal goal

goals has not done anything made it a little way gotten pretty far in and has finished it

to finish the goal toward finishing it finishing the goal  
 

2. Knowledge: How much do you feel your client knows about symptoms, treatment, coping strategies (coping 

methods), and medication? 

    

Not very much A little Some Quite a bit A great deal
 

 

3. Involvement of family and friends in my mental health treatment: How much are people like family, friends, 

boyfriends/girlfriends, and other people who are important to your client (outside the mental health agency) 

involved in his/her mental health treatment? 
    

Not at all Only when there is a Sometimes, like when Much of the time A lot of the time and they

serious problem things are starting to really help with his/her

go badly mental health  
 

4. Contact with people outside of my family: In a normal week, how many times does s/he talk to someone 

outside of his/her family (like a friend, co-worker, classmate, roommate, etc.) 
    

0 times/week 1-2 times/week 3-4 times/week 6-7 times/week 8 or more times/week
 

 

5. Time in Structured Roles: How much time does s/he spend working, volunteering, being a student, being a 

parent, taking care of someone else or someone else’s house or apartment? That is, how much time does s/he 

spend in doing activities for or with another person that are expected of him/her? (This would not include self-

care or personal home maintenance.) 
    

2 hours or less/week  3-5 hours/week  6-15 hours/week 16-30 hours/week  More than 30 hours/wk
 

 

6. Symptom distress: How much do symptoms bother him/her? 
    

Symptoms really Symptoms bother Symptoms bother Symptoms bother Symptoms don't bother

bother him/her a lot him/her quite a bit him/her somewhat him/her very little him/her at all  
 

7. Impairment of functioning: How much do symptoms get in the way of him/her doing things that s/he would 

like to do or need to do? 
    

Symptoms really get in Symptoms get in his/her Symptoms get in his/her Symptoms get in his/her Symptoms don't get in

his/her way a lot way quite a bit way somewhat way very little his/her way at all  
 

8. Relapse Prevention Planning: Which of the following would best describe what s/he knows and  has done in 

order not to have a relapse? 
    

Doesn't know how to Knows a little, but hasn't Knows 1 or 2 things to Knows several things to Has a written a plan

prevent relapses made a relapse do, but doesn't have do, but doesn't have and has shared it

prevention plan a written plan a written plan with others  
 

9. Relapse of Symptoms: When is the last time s/he had a relapse of symptoms (that is, when his/her symptoms 

have gotten much worse)? 
    

Within the last month In the past 2 In the past 4 In the past 7 Hasn't had a relapse in 

to 3 months to 6 months to 12 months the past year  
 

NOTE: Complete at Intake and 6 Month Treatment Plan Update 

This form can be entered into HOMS at https://homs.ucsd.edu or faxed confidentially to (858) 622-1795. 

 

Recovery Scale: IMR Clinician Version                    

DATE: 
  

    /     /         

 
STAFF ID #:                   

CLIENT CASE #: 
 

                  

 
UNIT/SUB-UNIT:         /         

 

https://homs.ucsd.edu/


 

Recovery Scale: IMR Clinician Version 
                DATE: 

  

    /     /         

 
STAFF ID #:                   

CLIENT CASE #: 
 

                  

 
UNIT/SUB-UNIT:         /         

 

 

 

 

10. Psychiatric Hospitalizations: When is the last time s/he has been hospitalized for mental health or substance 

abuse reasons? 
    

Within the last In the past 2 In the past 4 In the past 7 No hospitalization

month to 3 months to 6 months to 12 months in the past year  
 

11. Coping: How well do feel your client is coping with his/her mental or emotional illness from day to day? 
    

Not well at all Not very well Alright Well Very well
 

 

12. Involvement with self-help activities: How involved is s/he in consumer run services, peer support groups, 

Alcoholics Anonymous, drop-in centers, WRAP (Wellness Recovery Action Plan), or other similar self-help 

programs? 
    

Doesn't know about Knows about some Is interested in self-help Participates in Participates in 

any self-help activities self-help activities, activities, but hasn't self-help activities self-help activities

but isn't interested participated in the past year occasionally regularly  
 

13. Using Medication Effectively: (Don’t answer this question if his/her doctor has not prescribed medication). 

How often does s/he take his/her medication as prescribed? 
    

Never Occasionally About half the time Most of the time Every day
 

 

____ Check here if the client is not prescribed psychiatric medications. 
 
 

14. Impairment of functioning through alcohol use: Drinking can interfere with functioning when it contributes 

to conflict in relationships, or to financial, housing and legal concerns, to difficulty showing up at appointments 

or focusing during them, or to increases of symptoms. Over the past 3 months, did alcohol use get in the way of 

his/her functioning? 
    

Alcohol use really gets 

in

Alcohol use gets in Alcohol use gets in Alcohol use gets in Alcohol use is not a factor

his/her way a lot his/her way quite a bit his/her way somewhat his/her way very little in his/her functioning  
 

15. Impairment of functioning through drug use: Using street drugs, and misusing prescription or over-the-

counter medication can interfere with functioning when it contributes to conflict in relationships, or to financial, 

housing and legal concerns, to difficulty showing up at appointments or focusing during them, or to increases of 

symptoms. Over the past 3 months, did drug use get in the way of his/her functioning? 
    

Drug use really gets in Drug use gets in his/her Drug use gets in his/her Drug use gets in his/her Drug use is not a factor

his/her way a lot way quite a bit way somewhat way very little in his/her functioning  
 

 

Please complete the following items if the client is being seen for his/her follow-up treatment planning.  
 

Since the last formal treatment plan update of six months ago… Yes No 

 N/A (no 

goal on 

client's 

plan) 

 16. has the client demonstrated progress towards achieving his/her 

employment goal? 
  

 17. has the client demonstrated progress towards achieving his/her 

housing goal? 
  

 18. has the client demonstrated progress towards achieving his/her 

education goal? 
  

NOTE: Complete at Intake and 6 Month Treatment Plan Update 

This form can be entered into HOMS at https://homs.ucsd.edu or faxed confidentially to (858) 622-1795. 

https://homs.ucsd.edu/


Milestones of Recovery Scale (MORS)- paper 

 

2012 

 

 

 

WHEN:  Completed by clinicians at assessment and quarterly 

thereafter. 

 

 

NOTE:  Completed by outpatient clinics only.  

. 

  

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

 

COMPLETED BY:  Clinician. 

 

 

 

MODE OF     
COMPLETION:  Hand-written. 

 

        

 

REQUIRED 

ELEMENTS:  All elements should be completed.  

 

 

 

 

 

 

 

 

 

 

 

 

  



Milestones of Recovery Scale (MORS) 

 

Date:  Client Case #  Staff ID #   

 

Unit  Subunit   

 

Please select the number that best describes the current (typical for the last two weeks) milestone 

of recovery for the client listed above. If you have not had any contact (face-to-face or phone) 

with the client in the last two weeks, do not attempt to rate the client. 

 

1. Extreme risk 

2. High risk/not engaged 

3. High risk/engaged 

4. Poorly coping/not engaged 

5. Poorly coping/engaged 

6. Coping/rehabilitating 

7. Early Recovery 

8. Advanced Recovery 

 1. Extreme risk – These individuals are frequently and recurrently dangerous to 

themselves or others for prolonged periods. They are frequently taken to hospitals and/or 

jails or are institutionalized in the state hospital or an IMD. They are unable to function 

well enough to meet their basic needs even with assistance. It is extremely unlikely that 

they can be served safely in the community. 

 2. High risk/not engaged- These individuals often are disruptive and are often taken to 

hospitals and/or jails. They usually have high symptom distress. They are often homeless 

and may be actively abusing drugs or alcohol and experiencing negative consequences 

from it. They may have a serious co-occurring medical condition (e.g., HIV, diabetes) or 

other disability which they are not actively managing. They often engage in high-risk 

behaviors (e.g., unsafe sex, sharing needles, wandering the streets at night, exchanging 

sex for drugs or money, fighting, selling drugs, stealing, etc.). They may not believe they 

have a mental illness and tend to refuse psychiatric medications. They experience great 

difficulty making their way in the world and are not self-supportive in any way. They are 

not participating voluntarily in ongoing mental health treatment or are very uncooperative 

toward mental health providers. 

 3. High risk/engaged – These individuals differ from group 2 only in that they are 

participating voluntarily and cooperating in ongoing mental health treatment. They are 

still experiencing high distress and disruption and are low functioning and not self-

supportive in any way. 



 4. Poorly coping/not engaged – These individuals are not disruptive. They are generally 

not a danger to self or others and it is unusual for them to be taken to hospitals and/or 

jails. They may have moderate to high symptom distress. They may use drugs or alcohol 

which may be causing moderate but intermittent disruption in their lives. They may not 

think they have a mental illness and are unlikely to be taking psychiatric medications. 

They may have deficits in several activities of daily living and need a great deal of 

support. They are not participating voluntarily in ongoing mental health treatment and/or 

are very uncooperative toward mental health providers. 

 5. Poorly coping/engaged – These individuals differ from group 4 only in that they are 

voluntarily participating and cooperating in ongoing mental health treatment. They may 

use drugs or alcohol which may be causing moderate but intermittent disruption in their 

lives. They are generally not a danger to self or others and it is unusual for them to be 

taken to hospitals and/or jails. They may have moderate to high symptom distress. They 

are not functioning well and require a great deal of support. 

 6. Coping/rehabilitating – These individuals are abstinent or have minimal impairment 

from drugs or alcohol. They are rarely being taken to hospitals and almost never being 

taken to jail. They are managing their symptom distress usually, though not always, 

through medication. They are actively setting and pursuing some quality of life goals and 

have begun the process of establishing non-disabled roles. They often need substantial 

support and guidance but they aren’t necessarily compliant with mental health providers. 

They may be productive in some meaningful roles, but they are not necessarily working 

or going to school. They may be testing the employment or education waters, but this 

group also includes individuals who have retired. That is, currently they express little 

desire to take on (and may actively resist) the increased responsibilities of work or 

school, but they are more or less content and satisfied with their lives. 

 7. Early Recovery – These individuals are actively managing their mental health 

treatment to the extent that mental health staff rarely need to anticipate or respond to 

problems with them. Like group 6, they are rarely using hospitals and are not being taken 

to jails. Like group 6, they are abstinent or have minimal impairment from drugs or 

alcohol and they are managing their symptom distress. With minimal support from staff, 

they are setting, pursuing and achieving many quality of life goals (e.g., work and 

education) and have established roles in the greater (non-disabled) community. They are 

actively managing any physical health disabilities or disorders they may have (e.g., HIV, 

diabetes). They are functioning in many life areas and are very self-supporting or 

productive in meaningful roles. They usually have a well-defined social support network 

including friends and/or family. 

 8. Advanced Recovery – These individuals differ from group 7 in that they are 

completely self-supporting. If they are receiving any public benefits, they are generally 

restricted to Medicaid or some other form of health benefits or health insurance because 

their employer does not provide health insurance. While they may still identify 

themselves as having a mental illness, they are no longer psychiatrically disabled. They 

are basically indistinguishable from their non-disabled neighbor. 

 



Level of Care Utilization System (LOCUS) - paper 

 

2012 

 

 

 

WHEN:  Completed by case manager or clinician at admission and 

annually thereafter. 

 

 

NOTE:  Completed by case management, ACT and FSP programs 

only.  

. 

  

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

 

COMPLETED BY:  Case Manager or Clinician. 

 

 

 

MODE OF     
COMPLETION:  Hand-written. 

 

        

 

REQUIRED 

ELEMENTS:  All elements should be completed.  

 

 

 

 

 

 

 

 

 

 

 

 

  





Substance Abuse Treatment Scale-Revised (SATS-R)-Paper 

 

 

2012 

 

 

 

WHEN:  Completed by clinicians at admission and annually 

thereafter. 

. 

  

 

ON WHOM: Clients opened to identified Units/SubUnits. 

 

 

 

COMPLETED BY:  Clinician or Case Manager. 

 

 

 

MODE OF     
COMPLETION:  Hand-written. 

 

        

 

REQUIRED 

ELEMENTS:  All elements should be completed.  

 

 

 

 

 

 

 

 

 

 

 

 

  



 
Substance Abuse Treatment Scale - Revised (SATS-R) 

From Integrated Treatment for Dual Disorders by Kim T. Mueser, Douglas L. Noordsy, 

Robert E. Drake, and Lindy Fox. Copyright 2003 by The Guilford Press: New York. 

 
 

Instructions:  This scale is for assessing a person’s stage of substance abuse treatment, not for 

determining diagnosis.  The reporting interval is 6 months. The clinician will document in a 

progress note what level was chosen and the justification for the choice. The clinician will 

provide the names, dates, and scores to the Program Manager monthly. 
 
1. Pre-engagement.    The person (not yet a client) does not have contact with a case 

manager, mental health counselor or substance abuse counselor, and meets criteria for 

substance abuse or dependence. 
 
2. Engagement    The client has had only irregular contact with an assigned case manager 

or counselor, and meets criteria for substance abuse or dependence. 
 
3. Early Persuasion.   The client has regular contacts with a case manager or counselor; 

continues to use the same amount of substances, or has reduced substance use for less 

than 2 weeks; and meets criteria for substance abuse or dependence. 
 
4. Late Persuasion.    The client has regular contacts with a case manager or counselor; 

shows evidence of reduction in use for the past 2-4 weeks (fewer drugs, smaller 

quantities, or both); but still meets criteria for substance abuse or dependence.  
 
5. Early Active Treatment.   The client is engaged in treatment and has reduced substance 

use for more than the past month, but still meets criteria for substance abuse or 

dependence during this period of reduction. 
 
6. Late Active Treatment.   The person is engaged in treatment, and has not met criteria 

for substance abuse or dependence for the past 1-5 months. 
 
7. Relapse Prevention.   The client is engaged in treatment, and has not met criteria for 

substance abuse or dependence for the past 6-12 months. 
 
8. In Remission or Recovery.   The client has not met criteria for substance abuse or 

dependence for more than the past year. 

 
 Initial Level: ___    Client Plan Update: ___  Client Plan Update: ___ 

 

 Date__________                              Date___________       Date_____________ 

 

 ___________________ ___________________ ________________ 
 Clinician/Title                      Clinician/Title   Clinician/Title 

 

      

       

County of San Diego    Client: _________________________________ 

Health and Human Services Agency    

Mental Health Services    MR/Client ID #: _________________________ 

 

SUBSTANCE ABUSE TREATMENT SCALE - REVISED  Program: _______________________________ 

                           July 1, 2005 



MENTAL HEALTH SERVICES 

 
2012 

 

 

 

 

 

PLANS 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE:  Training for the Client Plans and Progress Notes in the EHR began in October 

2011.  Training will continue throughout the calendar year 2012.  Programs not yet 

trained to use the EHR to document Client Plans and Progress Notes will continue to use 

paper during the transition and will be held to the same documentation timelines and 

standards as outlined in the following descriptions unless noted otherwise. 



CLIENT PLAN – ADULT MENTAL HEALTH 
 

            

2012 

 

 

 

WHEN: The initial Client Plan must be completed by the end of the assessment 

period, which is a maximum of 30 calendar days from opening the 

client’s assignment.  Additionally, a Client Plan (CP) shall be completed 

whenever there is a significant change in the client’s planned care. 

EFFECTIVE January 1, 2012:  All Client Plans can be active for up to 

12 months for meds only and meds plus Plans and must be driven by the 

appropriate authorization process.  

  

  

Providers are responsible to track the interval covered and assure that 

there is an active CP in the client chart to cover all services claimed. 

 

    Unplanned services such as Crisis Intervention (CI), or inpatient stays do  

not require a CP.  Crisis Residential programs will complete the Client 

Plan START and Plan may only be active for up to 14 days. 

 

ON WHOM:   All clients with open assignments of thirty days or longer, excluding  

unplanned services such as CI or inpatient stays. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse, or Nurse Practitioner..   

Trainee, Licensed Vocational Nurse, and MHRS can complete 

but must be co-signed by one of the above. 

Co-signatures must be completed within timelines.   
 

MODE OF     

COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     
ELEMENTS: All elements of the CP must be addressed. 

For the CP to be active (cover services claimed), it must contain the 

signature of the client and/or the parent/guardian/care provider AND the 

service staff listed above (with co-signatures obtained within timelines).  

Make sure to cross-reference the date of a progress note to explain:  

o when a client’s signature is not obtained, why, and level of 

agreement with participation in treatment, and/or  

 



CLIENT PLAN – ADULT MENTAL HEALTH 
 

            

2012 

Efforts shall be made to obtain the client’s signature and involvement in 

CP development.  At a later time, when client is available to sign, 

signature shall be obtained.   

 

Signature updates shall be obtained whenever an addition or 

modification is made to the CP. 

 

 

    

 

NOTE: A client plan that is not final approved (status is “open green locked”) is 

at risk for deletion by another server.  Paper forms are only to be 

completed when the EHR is not accessible and the expectation is that the 

information on those forms is entered into the EHR as promptly as 

possible.  Client plans are not viewed as complete and active until the 

assessment is final approved (red locked) with the appropriate signatures. 
 

 

 

 

 

 

 

 

 

 

 



CLIENT PLAN – CHILDREN’S MENTAL HEALTH 
 

            

2012 

 

 

 

WHEN: The initial Client Plan must be completed by the end of the assessment 

period, which is a maximum of 30 calendar days from opening the 

client’s assignment.  Additionally, a Client Plan (CP) shall be completed 

whenever there is a significant change in the client’s planned care. CP 

can be active for up to 12 months maximum and must be driven by the 

appropriate authorization process.  

  

Outpatient Treatment Sessions Authorized (UM – 13/18 sessions): 

To be used by Outpatient providers.  The CP shall also be rewritten prior 

to presenting the client’s case for Utilization Management (UM).  This 

must occur prior by the end of the first 13 sessions of treatment, and 

subsequently following the recommendation of the UM authorization.  

(See UTILIZATION MANAGEMENT REQUEST AND 

AUTHORIZATION Outpatient Treatment & Case Management 

Programs Implemented 01-01-2010).  CP may be completed up to one 

month prior to the CP due date. 

 

Day Treatment Intensive: 

To be used for Day Treatment Intensive (full and half-day) Programs.  

The CP must be updated 3 months following the opening of the client’s 

assignment, and every 3 months following.  However, the CP must be 

rewritten annually utilizing the assignment opening date as the guide. 

 

Day Treatment Rehabilitation 

To be used for Day Treatment Rehabilitation (full and half-day) 

Programs.  CP must be updated six months following the opening of the 

client’s assignment, and every 6 months following.  However, the CP 

must be rewritten annually utilizing the assignment opening date as the 

guide. 

 

OP Interval Covered (exception from COTR): 

To be used by outpatient programs that do not fall within the parameters 

outlined above.  In this case, the Program Manager must contact the  

COTR for a waiver to use an interval (months) in place of the UM 13/13 

sessions.   

 

Providers are responsible to track the interval covered and assure that 

there is an active CP in the client chart to cover all services claimed. 

 

    Unplanned services such as Crisis Intervention (CI), or inpatient stays do  

not require a CP.  Beginning at the conclusion of the MH MIS Client 

Plan training, medication only cases will require a CP and each 
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medication only CP can be active for a maximum of 12 months.  

Therapeutic Behavioral Services complete the Client Plan TBS. 

 

 

ON WHOM:   All clients with open assignments of thirty days or longer, excluding  

unplanned services such as CI or inpatient stays. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse.   

Trainee and MHRS can complete but must be co-signed by one 

of the above. 

Co-signatures must be completed within timelines.   
 

MODE OF     

COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     
ELEMENTS: All elements of the CP must be addressed. 

For the CP to be active (cover services claimed), it must contain the 

signature of the client and/or the parent/guardian/care provider AND the 

service staff listed above (with co-signatures obtained within timelines).  

Make sure to cross-reference the date of a progress note to explain:  

o when a client’s signature is not obtained, why, and level of 

agreement with participation in treatment, and/or  

o when client is a Dependent of the Court and therefore no signature is 

obtained, and/or  

o when the parent/guardian/care provider is not available to sign the 

CP but provides verbal authorization, and/or 

o when explaining why a guardian’s signature is not obtained for any 

other reason. 

 

Efforts shall be made to obtain the guardian’s signature and involvement 

in CP development.  At a later time, when guardian is available to sign, 

signature shall be obtained.   

 

Signature updates shall be obtained whenever an addition or 

modification is made to the CP. 
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NOTE: When a client receives TBS services during the assignment, a copy of 

the TBS Client Plan should be available in the electronic health record. 

 

A client plan that is not final approved (status is “open green locked”) is 

at risk for deletion by another server.  Paper forms are only to be 

completed when the EHR is not accessible and the expectation is that the 

information on those forms is entered into the EHR as promptly as 

possible.  Client plans are not viewed as complete and active until the 

assessment is final approved (red locked) with the appropriate signatures. 
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WHEN: A Therapeutic Behavioral Services (TBS) Client Plan must be completed 

prior to the TBS Coach(s) start date.  At least a minimal Client Plan shall 

be completed by the end of the initial authorization period (thirty days 

from the contractor’s opening the client’s assignment). 

 

Additionally, a Client Plan shall be reviewed and updated at each 

monthly review meeting and whenever there is a significant change in 

the client’s planned care.  When services continue to be needed, the 

Client Plan shall also be rewritten at the third month review meeting.  

 

The TBS case manager shall provide a copy of all Client Plans and 

updates to the County TBS facilitator. 

 

ON WHOM: All clients who receive TBS services.  Occasionally there are clients who 

are approved for TBS, but for some reason do not actually receive 

services.  These clients are not required to have a TBS Client Plan. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Must be signed by: 

 Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse.   

Trainee and MHRS can complete but must be co-signed by one 

of the above. 

Co-signatures must be completed within timelines.   
 

The case manager for the TBS contractor is required to complete a Client 

Plan for each client.  The case manager shall have the TBS team sign the 

TBS Client Plan and offer a copy of the plan to each team member, 

which includes the client.  The County facilitator approves services 

based on the TBS Client Plan. 

 

MODE OF      
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED    
ELEMENTS: All elements of the CP must be addressed. 

For the CP to be active (cover services claimed), it must contain the 

Following signatures: Client (Cross reference date of progress note when 

no client signature is present.  Progress notes outlines reason.) 

1. Parent/Guardian (caretaker) 

2. Specialty Mental Health Provider – SMHP (therapist) 

3. TBS Case Manager – Contractor 

4. TBS Facilitator – County 

5. TBS Coach(s)   
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NOTE: When a client receives TBS services, a copy of the TBS Client Plan 

should be provided to the Specialty Mental Health Provider (SMHP). 

 



County of San Diego Mental Health Services 

CLIENT PLAN 
 

Client Name:          Case #:      
 

Page 1 of 4 
 

Program Name:         Unit/SubUnit:     
 
Client Plan Begin Date:      Client Plan End Date:      
 

 
 

              

PLANNING TIERS 

              
 
Strengths (Identify client strength from the strengths table.  These are what the client/support persons/staff 

identifies as general strengths for the client.  Identify strength and individualize) 
 

 Strength:             
Strength:             
Strength:             
Strength:             

  
Area of Need # 1 (Identify need from the instructions.  This is an area in which a level of impairment is 

identified by the client/support persons/staff.  Identify the need and individualize) 

 Need:              
              
              
              
 

Goal for Need #1 (Identify the goal from the identified need.  This is the broad goal that the client wants to 

achieve in treatment.  Whenever possible the client’s own words should be documented.  Identify the goal and 
individualize) 

 Goal:             
              
              
              
 
Applied Strength for Goal/Need # 1 (Identify one of the strengths above.  This is a specific strength that the 

client can utilize to achieve this goal.  Identify the applied strength and individualize) 

 Applied            
 Strength:            
              
              



County of San Diego Mental Health Services 

CLIENT PLAN 
 

Client Name:          Case #:      
 

Page 2 of 4 
 

Objective #          for Goal/Need #          (Identify the objective from the identified goal.  There are no limits 

on the number of objectives for each goal – be sure to number each objective to match the designated goal.  These 
are action steps that the client will focus on in order to achieve his/her goal.  Identify the objective and 
individualize) 

 Objective:            
              
              
 

Interventions for Objective #    (Identify each intervention.  Service codes are considered 

interventions – each intervention my be individualized for how it will be used to assist the client achieve his/her 
goal) 

 Intervention:            
              
 

Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
             
 
Intervention:            
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Client Name:          Case #:      
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Area of Need #          (Identify need from the instructions.  This is an area in which a level of impairment is 

identified by the client/support persons/staff.  Identify the need and individualize) 

 Need:              
              
              
              
 

Goal for Need #          (Identify the goal from the identified need.  This is the broad goal that the client wants to 

achieve in treatment.  Whenever possible the client’s own words should be documented.  Identify the goal and 
individualize) 

 Goal:             
              
              
              
 
Applied Strength for Goal/Need #           (Identify one of the strengths above.  This is a specific strength 

that the client can utilize to achieve this goal.  Identify the applied strength and individualize) 

 Applied            
 Strength:            
              
              
 
 

(Objective/s and Interventions on following page) 
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CLIENT PLAN 
 

Client Name:          Case #:      
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Explained in client’s primary language of:       
 
Explained in guardian’s primary language of:       
 
Client offered a copy of the plan:    

Yes     
No    (if no, document reason):          
             

 
 
SIGNATURES: 

Client:          Date:     

  Refused to sign          Explanation:          

Parent/Guardian Signature:        Date:    

Conservator Signature:          Date:    

Other Signature:         Date:    

Signature of Staff Requiring Co-Signature: 

          Date:    
 
              ID Number:     
 Printed Name 
 

*Signature of Staff Completing/Accepting Client Plan: 

          Date:    
 
              ID Number:     
Printed Name 
 

 



STRENGTHS TABLE 

 

Ability to Form and Maintain Relationships 

Ability to Manage Activities of Daily Living 

Ability to Navigate Public Transportation 

Academic History 

Accepts Feedback from Others 

Accepts Responsibility 

Actively Seeking Information about Change 

Adaptable 

Adaptive Distancing/Resistance 

Adequate Decision-making Skills 

Adventurous 

Affectionate 

Alert 

Ambitious 

Artistic 

Athletic 

Attentive 

Bold 

Brave 

Calm 

Capable 

Charming 

Cheerful 

Clean-cut Appearance 

Communicates Well 

Communication  

CompassionAlturism 

Competent 

Conscientious 

Considerate 

Creative 

Curious 

Daily Living Skills 

Dependable 

Drug-free 

Easy-going Appearance 

Effective 

Efficient 

Empathy/Caring 

Energetic 

Enterprising 

Exercises Regularly 

Faith/Spiritulatiy 

Flexibility 

Forgiving 

Goal-Directed/Motivated 

Hard-working 

Has Transportation 

Hobbies/Special Interests 

Honest 

Humble 

Independent 

Insight/Critical Thinking 

Intelligent 

Internal Locus of Control 

Kind 

Likeable 

Living Environment 

Long-term Sobriety in Past 

Loyal 

Maintaining Personal Changes 

Manages Finances Adequately 



STRENGTHS TABLE 

 

Mature 

Meticulous 

Open to Change 

Open-minded 

Optimism/Hope 

Organized 

Other 

Outgoing 

Patient 

Peaceful 

Physically Active 

Physically Attractive 

Physically Healthy 

Physically Strong 

Physically Tough 

Physically Versatile 

Planning 

Positive Identity 

Positive Relationship with Parents 

Positive Relationship with Siblings 

Practices Good Nutrition 

Prayerful 

Previous Positive Experience in Treatment 

Professional Demeanor 

Quick Learner 

Reflective 

Relaxed 

Religious 

Reserved 

Resourcefulness 

Responsible 

Responsiveness 

Self-Awareness 

Self-Efficacy/Mastery 

Self-sacrificing 

Sense of Empowerment 

Sense of Humor 

Sense of Meaning 

Sensitive 

Serious 

Stable Environment 

Stable Family Life 

Steady Demeanor 

Strong Cultural Identity 

Support System 

Sympathetic 

Tactful 

Taking Action for Personal Change 

Tolerant 

Trusting 

Trustworthy 

Utilizes Agreed-Upon Treatment Recommendations 

Verbal 

Vocational Skills 

Wants to Work 

Warm Personality 

Wholesome 

Wise 

Work History 

 



Area of Need:   Abuse/Addiction Substance/Non-Substance 
Goal:  Increase freedom from abuse/addiction 

Objectives: 
 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Assessment of Risk 
Attend 12-Step Meetings Regularly 
Attend Classes 
Complete Treatment as Planned 
Complete Withdrawal/Detox Phase 
Comply with Drug/Alcohol Screens 
Comply with Laws 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Develop/Use Relapse Prevention Plan 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Evaluate/Change/Stabilize LivingSituatio 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 

Identify Barriers 
Identify Behavioral Consequences 
Identify Irrational Thoughts 
Identify Medication Side Effects 
Identify Patterns in Compulsive Behavior 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify Triggers for Behavior 
Improve Self Identity/Esteem 
Increase Periods of Abstinence 
Learn to Identify Symptoms 
Learn/Follow Housing Rules 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 

Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Linkage to PCP or Comm’ty Medical Clinic 
Obtain Medication Services 
Other 
Participate in Recovery Classes 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hopelessness and Desperation 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Basic Needs – Food, Clothing, Shelter 
Goal:  Meet basic needs 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Adjust to Life-Cycle Transition 
Assess Situation and Identify Needs 
Attend Classes 
Complete Treatment as Planned 
Comply with Laws 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change/Stabilize LivingSituatio 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Interact Appropriately with Others 
Learn/Follow Housing Rules 
Learn/Practice Alternative Behaviors 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Healthy Boundaries 
Learn/Practice Identifying Needs 
Learn/Practice Money Management 

Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 
Learn/Practice Symptom Management 
Obtain Financial Assistance/Benefits 
Other 
Participate in Medical/Dental Treatment 
Participate in Mental Health Treatment 
Provide for Own Food/Clothing/Shelter 
Secure/Hold Stable Employment 
 



Area of Need:   Education 
Goal:  Improve educational status 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Assess Interests and Abilities 
Assess Situation and Identify Needs 
Attend Classes 
Clarify Educational Needs 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Develop/Follow Routine or Structure 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Issues Regarding Separation 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Improve Technical Skills 
Improve Self Identity/Esteem 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Sleep Habits 

Learn/Practice Healthy Boundaries 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 
Learn/Practice Relaxation Techniques 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 
Participate in Education/Training Progrm 
Reduce Avoidance and Isolation 
Reduce Frequency/Intensity of Symptoms 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Emotional-Behavioral/Psychiatric 
Goal:  Improve/Maintain functioning 

Objectives:  
 

 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assessment of Risk 
Complete Treatment as Planned 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Cultural Identity/Practices 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Develop/Use Journaling 
Develop/Use Relapse Prevention Plan 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Irrational Thoughts 
Identify Issues Regarding Separation 

Identify Medication Side Effects 
Identify Patterns in Compulsive Behavior 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Identify/Obtain Health Insurance 
Improve Child-Parent Interactions 
Improve Family Relationships 
Improve Self Identity/Esteem 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Organization and Planning 
Learn/Practice Pain Management 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 

Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Linkage to PCP or Comm’ty Medical Clinic 
Obtain Medication Services 
Other 
Participate in Mental Health Treatment 
Participate in Recovery Classes 
Participate in Reunification Plan 
Provide for Own Food/Clothing/Shelter 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hopelessness and Desperation 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Family Stress 
Goal:  Reduce family stress 

Objectives:  
 

 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assess Situation and Identify Needs 
Assessment of Risk 
Attend 12-Step Meetings Regularly 
Attend Classes 
Complete Treatment as Planned 
Comply with Laws 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop Cultural Identity/Practices 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Develop/Use Journaling 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 

Identify Issues Regarding Separation 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Identify/Obtain Health Insurance 
Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Acculturation 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Relaxation Techniques 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 

Participate in Recovery Classes 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
 



Area of Need:   Financial  
Goal:  Improve financial situation 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Assess Situation and Identify Needs 
Assessment of Risk 
Attend 12-Step Meetings Regularly 
Attend Classes 
Clarify Job Dissatisfaction 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Develop/Follow Routine or Structure 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Patterns in Compulsive Behavior 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Learn/Practice Alternative Behaviors 
Learn/Practice Avoiding Impulsivity 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 

Learn/Practice Organization and Planning 
Learn/Practice Problem Solving Skills 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Obtain Financial Assistance/Benefits 
Obtain Legal Representation/Services 
Other 
Participate in Mental Health Treatment 
Provide for Own Food/Clothes/Shelter 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Individual Level of Stress 
Reduce Risk of Harm 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
 



Area of Need:   Identity Issues: Cultural/Gender 
Goal:  Reduce stress of identity issues 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Complete Treatment as Planned 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify/Acknowledge Trauma 
Improve Care Giving Skills 
Improve Self Identity/Esteem 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 

Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Problem Solving Skills 
Learn/Practice Safe Sex 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Individual Level of Stress 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Understand Need for Medication 
 



Area of Need:   Intimate Relationships 
Goal:  Improve intimate relationships 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assess Situation and Identify Needs 
Assessment of Risk 
Attend 12-Step Meetings Regularly 
Complete Treatment as Planned 
Comply with Laws 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Issues Regarding Separation 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 

Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Improve Self Identity/Esteem 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Problem Solving Skills 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hopelessness and Desperation 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 

Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
Understand Need for Medication 
 



Area of Need:   Lack of Physical Health Care 
Goal:  Obtain physical health care 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Outstanding Financial Issues 
Adjust to Life-Cycle Transition 
Assessment of Risk 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Barriers 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify/Obtain Health Insurance 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Identifying Needs 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 
Linkage to PCP or Comm’ty Medical Clinic 
Obtain Medical/Dental Exam 
Obtain Medication Services 
Other 
Reduce Family Stress 
Reduce Individual Level of Stress 
Reduce Risk of Harm 
 



Area of Need:   Legal 
Goal:  Fulfill legal obligations 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Assess Situation and Identify Needs 
Assessment of Risk 
Complete Treatment as Planned 
Comply with Drug/Alcohol Screens 
Comply with Laws 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop/Follow Routine or Structure 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Patterns in Compulsive Behavior 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Triggers for Behavior 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Avoiding Impulsivity 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 

Learn/Practice Organization and Planning 
Learn/Practice Problem Solving Skills 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Obtain Legal Representation/Services 
Other 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hopelessness and Desperation 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Use of Drugs Including Alcohol 
 



Area of Need:   Meaningful Role (tied to self-determination) 
Goal:  Increase self-determination 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assess Interests and Abilities 
Assess Situation and Identify Needs 
Clarify Educational Needs 
Clarify Job Dissatisfaction 
Complete Treatment as Planned 
Comply with Laws 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Identify/Acknowledge Trauma 
Identify/Improve Technical Skills 
Improve Self Identity/Esteem 

Increase Quality Time in Relationship 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Job Skills 
Learn/Practice Medication Adherence 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Other 
Participate in Education/Training Progrm 
Reduce Avoidance and Isolation 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
 



Area of Need:   Neglect/Abuse 
Goal:  Reduce threat to safety 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assess Situation and Identify Needs 
Assessment of Risk 
Attend Classes 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Comply with Laws 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Issues Regarding Separation 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Improve Care Giving Skills 

Improve Child-Parent Interactions 
Improve Family Relationships 
Interact Appropriately with Others 
Learn/Follow Housing Rules 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Problem Solving Skills 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Other 
Participate in Recovery Classes 
Participate in Reunification Plan 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Use of Drugs Including Alcohol 
Understand Need for Medication 
 



Area of Need:   Neurological/Brain Impairment 
Goal:  Improve daily functioning 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Cultural Identity Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Attend Classes 
Complete Treatment as Planned 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Medication Side Effects 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Improve Child-Parent Interactions 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Follow Housing Rules 

Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Linkage to PCP or Comm’ty Medical Clinic 
Other 
Participate in Mental Health Treatment 
Participate in Recovery Classes 
Provide for Own Food/Clothing/Shelter 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 

Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Physical Health Problems 
Goal:  Improve physical health 

Objectives:  
 
Access Resources/Natural Support in Comm 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assessment of Risk 
Attend Classes 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Use Relapse Prevention Plan 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Medication Side Effects 
Identify Patterns in Compulsive Behavior 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Obtain Health Insurance 
Learn to Identify Symptoms 
Learn/Practice Alternative Behaviors 
Learn/Practice Communication Skills 

Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Good Sleep Habits 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Pain Management 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Linkage to PCP or Comm’ty Medical Clinic 
Obtain Medical/Dental Exam 
Obtain Medication Services 
Other 
Participate in Medical/Dental Treatment 
Reduce Compulsive/Addictive Behavior 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Individual Level of Stress 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Use of Drugs Including Alcohol 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Potential for Harm Self/Others 
Goal:  Reduce potential for harm 

Objectives:  
 

 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Sexual Issues 
Assessment of Risk 
Attend Classes 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Cooperate with Criminal Justice System 
Develop Coping Skills to Manage Issue(s) 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change/Stabilize LivingSituatio 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify/Acknowledge Trauma 
Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Learn to Identify Symptoms 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 

Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Medication Adherence 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Other 
Participate in Education/Training Progrm 
Participate in Mental Health Treatment 
Participate in Reunification Plan 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Use of Drugs Including Alcohol 
Understand Need for Medication 
 



Area of Need:   Social Functioning 
Goal:  Improve social functioning 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assess Interests and Abilities 
Assess Situation and Identify Needs 
Assessment of Risk 
Attend Classes 
Complete Treatment as Planned 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Cultural Identity/Practices 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Irrational Thoughts 
Identify Issues Regarding Separation 

Identify Medication Side Effects 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Improve Self Identity/Esteem 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Follow Housing Rules 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Acculturation 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Public Transport Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 

Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 
Participate in Education/Training Progrm 
Participate in Mental Health Treatment 
Participate in Recovery Classes 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Understand Need for Medication 
 



Area of Need:   Spiritual 
Goal:  Increase inner peace 

Objectives:  
 
Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Attend Classes 
Complete Treatment as Planned 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Develop/Use Journaling 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Resources/Natural Support in Com 
Identify Source(s) of Family Conflict 
Identify Start/Root of Issue 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Improve Self Identity/Esteem 
Increase Quality Time in Relationship 
Interact Appropriately with Others 

Learn to Identify Symptoms 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Organization and Planning 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Other 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Understand Need for Medication 
 



Area of Need:   Stress 
Goal:  Reduce Stress 

Objectives: 
 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Outstanding Financial Issues 
Address Outstanding Legal Issues 
Address Sexual Issues 
Adjust to Life-Cycle Transition 
Assessment of Risk 
Attend Classes 
Clarify  Job Dissatisfaction 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Cooperate with Criminal Justice System 
Develop Artistic/Creative Activities 
Develop Coping Skills to Manage Issue(s) 
Develop Recreational/Leisure Activities 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Encourage Connection to PrimaryCare Prov 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Evaluate/Change Work Environment 
Evaluate/Change/Stabilize LivingSituatio 
Exhibit Appropriate School Behavior 
Expand and Utilize Support System 
Explore Spirituality 

Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Issues Regarding Separation 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify  Source(s) of Family Conflict 
Identify Triggers for Behavior 
Identify/Acknowledge Trauma 
Identify/Improve Technical Skills 
Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Improve Self Identity/Esteem 
Increase Quality Time in Relationship 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Follow Housing Rules 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Community Living Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Nutrition 
Learn/Practice Good Sleep Habits 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 

Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Regular Exercise 
Learn/Practice Relaxation Techniques 
Learn/Practice Safe Sex 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Linkage to PCP or Comm’ty Medical Clinic 
Other 
Participate in Mental Health Treatment 
Participate in Recovery Classes 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
Understand Need for Medication 



Area of Need:   Trauma 
Goal:  Reduce effects of trauma 

Objectives: 
 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Abuse/Neglect Issues 
Address Cultural Identity Issues 
Address Gender Identity/Practices Issues 
Address Sexual Issues 
Assessment of Risk 
Attend Classes 
Complete Physical Exam and/or Lab Work 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Develop Wellness Recovery Action Plan 
Develop/Follow Routine or Structure 
Develop/Practice Personal Safety Skills 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Expand and Utilize Support System 
Explore Spirituality 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Irrational Thoughts 
Identify Issues Regarding Separation 
Identify Patterns in Compulsive Behaviors 
Identify Personal Strengths 
Identify Physical Health Care Needs 
Identify Resources/Natural Support in Com 
Identify  Source(s) of Family Conflict 
Identify Triggers for Behavior 

Identify/Acknowledge Trauma 
Improve Care Giving Skills 
Improve Child-Parent Interactions 
Improve Family Relationships 
Improve Self Identity/Esteem 
Interact Appropriately with Others 
Learn to Identify Symptoms 
Learn/Pract Appropriate Emotional Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Maintaining Friendships 
Learn/Practice Medication Adherence 
Learn/Practice Problem Solving Skills 
Learn/Practice Relaxation Techniques 
Learn/Practice Self-Monitoring 
Learn/Practice Symptom Management 
Other 
Participate in Reunification Plan 
Reduce Avoidance and Isolation 
Reduce Compulsive/Addictive Behavior 
Reduce Family Stress 
Reduce Frequency/Intensity of Symptoms 
Reduce Hospitalization 
Reduce Incarceration 
Reduce Individual Level of Stress 
Reduce Physical Aggression 

Reduce Reaction to Trauma Triggers 
Reduce Risk of Harm 
Reduce Self-Injurious Behaviors 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Schedule/Attend Neuropsychological Eval 
Understand Need for Medication 
 



Area of Need:   Vocational/Employment 
Goal:  Improve vocational status 

Objectives: 
 

Accept Feedback from Others 
Access Resources/Natural Support in Comm 
Address Outstanding Financial Issues 
Adjust to Life-Cycle Transition 
Attend Classes 
Clarify Educational Needs 
Clarify Jon Dissatisfaction 
Complete Treatment as Planned 
Develop Coping Skills to Manage Issue(s) 
Develop/Follow Routine or Structure 
Educate Parent/Guardian 
Educate Spouse/Partner 
Educate Support System/Family/Friends 
Engage with Peer Recovery Resources 
Evaluate/Change Education Environment 
Evaluate/Change Work Environment 
Exhibit appropriate School Behavior 
Expand and Utilize Support System 
Identify/Access Community Activities 
Identify Alternative Behaviors 
Identify Barriers 
Identify Behavioral Consequences 
Identify Personal Strengths 
Identify Recources/NaturalSupport in Com  
Identify/Improve Technical Skills 
Learn/Pract Appropriate Emotioanl Expres 
Learn/Practice Alternative Behaviors 
Learn/Practice Anger Management 
Learn/Practice Communication Skills 
Learn/Practice Coping Skills 
Learn/Practice Goal Setting 
Learn/Practice Good Sleep Habits 

Learn/Practice Healthy Boundaries 
Learn/Practice Healthy Disagreement 
Learn/Practice Identifying Needs 
Learn/Practice Job Skills 
Learn/Practice Medication Adherence 
Learn/Practice Money Management 
Learn/Practice Organization and Planning 
Learn/Practice Pers Daily Living Skills 
Learn/Practice Problem Solving Skills 
Learn/Practice Transport Skills 
Learn/Practice Self-Monitoring 
Learn/Practice Social Skills 
Learn/Practice Symptom Management 
Other 
Participate in Education/Training Program 
Reduce Frequency/Intensity of Symptoms 
Reduce Individual Level of Stress 
Reduce Physical Aggression 
Reduce Social Anxiety 
Reduce Use of Drugs Including Alcohol 
Secure/Hold Stable Employment 
Understand Need for Medication 



          MY SAFETY PLAN –CHILD and ADULT– Paper 
 2012 

 

 

 

WHEN: “My Safety Plan” should be completed when there is risk or concern that 

crisis intervention may be needed.  It should be updated throughout 

treatment as needed. 

 

ON WHOM: As clinically indicated. 

 

 

 

COMPLETED BY: Client, guardian (if applicable), and service provider.  Formulation of the 

plan is a collaborative effort.  A copy of the plan will be given to the 

client and/or caregiver. 

 

MODE OF 

COMPLETION:                   Handwritten or typed.  A hard copy shall be filed in paper hybrid chart.  

Document the completion of the plan in the Electronic Health Record 

(EHR).  

 

REQUIRED  
ELEMENTS: All elements are required. 

 

 

NOTE:  

 “My Safety Plan” is intended to be a helpful resource for clients and 

families during times of crises or risk of crises.  This form replaced the 

“Crisis Prevention Plan” and “Crisis Recovery Plan”.  Additionally, it 

shall be completed in lieu of a “Safety Contract” and “No Harm 

Contract”.   

 

 In reference to item #2 on “My Safety Plan”, include both client’s 

words/preferences, and clinically appropriate interventions, as well as 

helpful things client identified in their WRAP Plan if he/she completed 

one. 

 

 In reference to item #3 on “My Safety Plan”, list as many relevant 

supports as available.  Do not limit to just professional supports.   

 

 In reference to item #5 on “My Safety Plan”, list professional supports 

such as the client’s counselor, Care Coordinator, and the program’s on-

call counselor after business hours. 

 



 
My Safety Plan 

We understand that there may be times when life feels overwhelming.  During these times, sometimes people feel hopeless or think 
things will never get better.  Your safety is our highest priority and our goal is to help you stay safe when difficult times arise. The 
items below help to identify when you may need more support and action steps you and the people in your life can take to help. 
 

1. Early warning signs that tell me I may need help are:        

 

2. Things I can do to help myself during these times are:       

 

3. People who can support me (family, friends, community, etc.) are (list name, relationship and phone numbers): 

Name     Relationship    Phone Number 

 

                  

                  

                  

 

4. Things my support persons can do to help are:        

 

5. Members of my treatment team I can call: 

Name     Relationship    Phone Number 

                  

                  

                  

 
6. If the above resources are not available, other community resources available to me are (check all that apply): 

  The Access & Crisis Line at 888-724-7240.  Available 24 hours/7 days a week.  Languages other than English are available. 

  911.  If you feel you are in immediate danger of emergency, do not hesitate to call. Ask if PERT is available. 

  San Diego County Emergency Psychiatric Unit at 619-692-8200, located at 3853 Rosecrans Street, San Diego, CA 

92110.  Available to adults for emergency psychiatric assistance. 

  San Diego County Emergency Screening Unit at 619-421-6900, located at 730 Medical Center Court, Chula Vista, CA, 

91911.  Available to children and adolescents for emergency psychiatric assistance. 

  Youth Talkline at 1-877-450-5463.  For children and teens seeking peer support and referrals concerning substance abuse or mental 

health issues for themselves or someone they care about. Mon – Fri, 12 p.m. – 6 p.m. 

  Consumer-to-Consumer WARM Line at 1-800-9276 (WARM).  Daily: 3:30 p.m.—11:00 p.m.     

  National Suicide Prevention Hotline at 1-800-273-8255 (TALK).  A 24-hour hotline available to anyone in crisis.  

  SD County Behavioral Health Emergency Response Plan (ERP).  This is a document for me to fill out and keep with me.  It has 

important information to share with emergency response teams if they are called to assist me.  (If checked, this indicates you’ve completed an 

ERP). 

   Other (list name and phone #) 

Hospital or Crisis House of choice: (list name and phone #):       

I understand that the staff is trying to help me and I will do my best to stay safe . 

Client Signature:            Date Signed:       

Parent/Guardian Signature:           Date Signed:   



INITIAL DAY PROGRAM REQUEST, CONTINUED DAY PROGRAM REQUEST, & 

SPECIALTY MENTAL HEALTH SERVICES DPR 
 

2012 

Day Programs & Ancillary Services  

 

NOTE: Forms are generated by OptumHealth (Optum) which became the Point 

of Authorization for Day Intensive and Day Rehabilitation Programs 

(Half or Full) on 01-01-03.  Outpatient Mental Health Services (MHS) 

offered on the same day (ancillary services) must also be authorized by 

Optum, with the CMBR component still subject to outpatient Utilization 

Management/Review (UM/UR).  Medication only cases, TBS, and 

unplanned services such as Crisis Intervention (CI) are excluded from 

the Optum and UM/UR authorization process.   

 

 In circumstances where retroactive authorization is needed, it may be 

granted through Optum.  Department of Mental Health (DMH) will not 

accept claims that are over one year old, and it takes up to 3 months for 

services to clear the system and be claimed.  Thus, retroactive 

authorization should not be requested for services more than 9 months in 

the past.  The Program Monitor must be notified via e-mail when 

submitting a retroactive authorization request. 

 

 Clients placed through Child Welfare continue to require a quarterly 

report to be completed and submitted to the Child Welfare Worker – the 

DPR will not suffice. 

 

WHEN:  

 Prior authorization is required for Day Programs that occur more 

than five days per week. 

 Initial authorization for Day Programs (and therefore ancillary 

programs) must be obtained by the seventh visit or twenty days after 

the Day Provider opens a client episode in EHR (whichever comes 

first). 

 Day Intensive must be re-authorized every three months.  
Utilizing the Continued Day Program Request Form.  Submitted to 

OPTUM at least 15 days before previous authorization expires.  (For 

Day Intensive an authorization cycle may look like: Initial DPR 

1/1/06 - 3/31/06, Continued DPR 4/1/06 - 6/30/06, etc.) 

 Day Rehabilitation must be re-authorized every six months.  
Utilizing the Continued Day Program Request Form.  Submitted to 

OPTUM at least 15 days before previous authorization expires.  (For 

Day Rehab an authorization cycle may look like: Initial DPR 1/1/06 - 

5/31/06, Continued DPR 6/1/06 - 11/30/06, etc.) 

 Outpatient providers (ancillary services) treating a client who is 

enrolled in a Day Program must obtain authorization through the Day 

Program Provider.  Authorization is only required for Mental Health 

Services (not for Medication Support, TBS, Crisis Intervention, or 

CMBR which follow outpatient UR procedures).  Ancillary providers 

must submit the Specialty Mental Health Services DPR Form to the 

Day Provider at least fifteen days prior to the end of the previous 

authorization so all forms can be submitted to OPTUM.   



INITIAL DAY PROGRAM REQUEST, CONTINUED DAY PROGRAM REQUEST, & 

SPECIALTY MENTAL HEALTH SERVICES DPR 
 

2012 

ON WHOM: All day program clients.  Only DPRs for MediCal clients are to be 

submitted to Optum for review.   

 

Outpatient (ancillary services) clients who are simultaneously enrolled in 

a Day Program obtain authorization through the Day Provider (until the 

client leaves the day treatment program).  All providers are to ensure no 

duplication of service occurs. 

 

COMPLETED BY: Request submitted by:  MD, Clinical or waivered Psychologist, licensed 

or waivered LCSW, licensed or waivered MFT, RN (with Masters 

Degree and psychiatric specialty), or trainee with co-signature by LPHA. 

   

MODE OF  Legibly handwritten, typed, or word-processed on most current OPTUM 

COMPLETION: form(s).  Authorization request forms are available on line at 

www.Optumpublicsector.com/sandiego/sdforms.htm 

 

REQUIRED     Staff requesting services must complete all sections of the form that 

ELEMENTS: correspond with the requested authorization period.   

 

 Adult, Child and Youth Ancillary Service Necessity Criteria 

 CFARS 

 Signatures 

  

 

 

NOTE: DPR forms were revised in August 2005, and implemented by October 

1, 2005.  DPR now include the CFARS which provides clinicians a 

standardized measure to evaluate client’s progress.  Starting in July 1, 

2005 the CFARS findings are entered and tracked by the SOCE Data 

Entry System at the program level and downloaded to the SOCE team 

quarterly.  This is done at intake, every 3 or 6 months (depending on 

authorization cycle), and at discharge (using the discharge summary 

MHS-653 form).  Having a standardized measure allows for tracking and 

trending treatment effectiveness on a client and program level, and 

provides a move towards evidence based treatment.     

  

 DPRs should be filed in the medical record in the Plans section, or be 

accessible upon request.  Optum will generate an Authorization Letter 

and send it to the Provider at the address provided to Optum within 14 

business days.  If a Provider does not receive the Letter within the 14 day 

timeline and is unable to access the information in EHR, please contact 

OPTUM directly.  Authorization Letters should be attached to the 

corresponding DPR. 

http://www.ubhpublicsector.com/sandiego/sdforms.htm


 

 
This form should be used to 

request authorization of 

payment for  

Specialty Mental Health 

Services. 

County of San Diego Mental Health Plan 

Specialty Mental Health Services DPR 
 

Form must be submitted to 

OptumHealth Public Sector by 

client’s Day Program provider. 

OptumHealth Public Sector cannot 

accept this form if submitted by 

Specialty Mental Health Services 

Provider 

CLIENT INFORMATION                                                          ****CONFIDENTIAL**** 

Client Name: (First  & Last)   Client Anasazi ID #: Date of Birth 

DAY PROGRAM INFORMATION 

Legal Entity & Day Program Name:  Please print clearly 

        ____Phone: :__________________  

Day Program Unit#_______________Subunit# _______________________ 

SPECIALTY MENTAL HEALTH SERVICES  PROGRAM INFORMATION 

Legal Entity & Specialty Mental Health Program Name:  Please print clearly 

         ____Phone: :_________________  

Specialty Mental Health Program Uni#______________________Subunit# _________________________________ 

 

REQUEST FOR AUTHORIZATION of Specialty Mental Health Services 

delivered by Organizational County Contracted providers on the same day as Day Program Services. 

** Treatment must include coordination with the other professionals treating client.   Authorization is required only for ancillary services delivered on the same 

day client receives Day Program Services. Ancillary Services delivered to client in an Intensive Day Program require continued authorization within 3 

months. Ancillary Services delivered to client in a Day Rehab program require continued authorization within 6 months. Medication Management, Case 

Management, TBS, and Crisis Intervention Services do not require authorization.  ** 

Complete the request by writing below the total # of visits requested per week to include all 

Individual Mental Health Services, Collateral Mental Health Services, Group Mental Health 

Services, or Other Mental Health Services covered under Specialty Mental Health Services.                                   

 
Request:  Specialty Mental Health Services ___________ sessions per week. 

 
Start date of this authorization:  _____/___/_____   End date of this authorization:  _____/___/_____ 

                                                 MM/DD/YYYY                                                        MM/DD/YYYY                                                             
Ancillary Assignment Open Date:____/____/______  

 

Community services/self help do not require authorization but must be coordinated comprehensively with all mental health and psychosocial rehab services. 

Community services/self help (please list) __________________________________________________________________________________________                  
 

        ADULT/OLDER ADULT Ancillary Service Necessity Criteria: CHECK ALL THAT APPLY and complete description. 

  The client is unable to receive these services while attending the Day Rehabilitation program due to client’s specific clinical needs or family/caregiver 

needs. (Describe needs) ___________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

   Client transition issues make these services necessary for a time limited interval. (Describe why transition services are needed and length of 

interval)  _______________________________________________________________________________________________________________ 

   These concurrent services are essential to coordination of care. (Describe why services are essential for coordination) _______________________ 

      ______________________________________________________________________________________________________________________ 

 

        CHILD and YOUTH Ancillary Service Necessity Criteria: CHECK ALL THAT APPLY and complete description.   

   Requested service(s) is not available through the day program. (Describe why service is not available through day program) ___________________ 

       ______________________________________________________________________________________________________________________ 

   Continuity or transition issues make these services necessary for a time limited interval. (Describe why transition services are needed and time 

interval)  _______________________________________________________________________________________________________________ 

   These concurrent services are essential to coordination of care. (Describe why services are essential for coordination) _______________________       

_______________________________________________________________________________________________________________________ 

           

 

RECEIVED:      



 

 
           CURRENT FUNCTIONING (CFARS Rating) :   

1 2 3 4 5 6 7 8 9 

No 

problem 

Less than 

Slight 

Slight 

Problem 

Slight to 

Moderate 

Moderate 

Problem 

Moderate to 

Severe 

Severe Problem Severe to 

Extreme 

Extreme 

Problem 

Depression           Anxiety           

Depressed Mood Happy Sleep Problems Anxious/Tense Calm Guilt 

Sad Hopeless Lacks Energy / 
Interest 

Phobic Worried/ Fearful Anti-Anxiety Meds 

Irritable Withdrawn Anti-Depression 
Meds 

Obsessive Panic  

Hyper activity           Thought Process           

Manic Inattentive Agitated Illogical Delusional  Hallucinations 

Sleep Deficit Overactive / 
Hyperactive 

Mood Swings Paranoid Ruminative Command 
Hallucinations 

Pressured 
Speech 

Relaxed Impulsivity Derailed Thinking Loose Associations Intact 

ADHD Meds Anti-Manic Meds  Oriented Disoriented Anti-Psych Meds 

Cognitive Performance           Medical / Physical           

Poor Memory Low Self-Awareness Acute Illness Hypochondria Good Health 

Poor Attention/Concentration Developmental Disability CNS Disorder Chronic Illness Need Med./Dental 
Care 

Insightful Concrete Thinking Pregnant Poor Nutrition Enuretic/ Encopretic 

Impaired Judgment Slow Processing Eating Disorder Seizures Stress-Related 
Illness 

Traumatic Stress           Substance Use           

Acute Dreams/Nightmares Alcohol Drug(s) Dependence 

Chronic Detached Abuse Over the Counter 
Drugs 

Cravings/Urges 

Avoidance Repression/Amnesia DUI Abstinent I.V .  Drugs 

Upsetting Memories Hyper Vigilance Recovery Interfere 
w/Functioning 

Med. Control 

Interpersonal Relationships           Behavior in “Home” Setting           

Problems w/Friends Diff. Estab./ Maintain Disregards Rules Defies Authority 

Poor Social Skills Age-Appropriate Group Conflict w/Sibling or Peer Conflict w/Parent or Caregiver 

Adequate Social Skills Supportive Relationships Conflict w/Relative Respectful 

Overly Shy  Responsible  

ADL Functioning           Socio-Legal           

Handicapped Not Age Appropriate In: Disregards Rules Offense/Property Offense/Person 

Permanent 
Disability 

Communication Self Care Fire Setting Comm. 
Control/Reentry 

Pending Charges 

No Known 
Limitations 

Hygiene Recreation Dishonest Use/Con Other(s) Incompetent to 
Proceed 

 Mobility  Detention/ 
Commitment 

 Street Gang Member 

Select:  Work   School           Danger to Self           

Absenteeism Poor Performance Regular Suicidal Ideation Current Plan Recent Attempt 

Dropped Out Learning disabilities Seeking Past Attempt Self-Injury Self-Mutilation 

Employed Doesn’t Read/Write Tardiness “Risk-Taking” 
Behavior 

Serious Self-Neglect Inability to Care for 
Self 

Defies Authority Not Employed Suspended    

Disruptive Terminated/ Expelled Skips Class    

Danger to Others           Security/ Management Needs           

Violent Temper Threatens Others Home w/o Supervision Suicide Watch 

Causes Serious Injury Homicidal Ideation Behavioral Contract Locked Unit 

Use of Weapons Homicidal Threads Protection from Others Seclusion 

Assaultive Homicide Attempt Home w/Supervision Run/Escape Risk 

Cruelty to Animals Accused of Sexual Assault Restraint Involuntary Exam/ Commitment 

Does not appear dangerous to 
Others 

Physically Aggressive Time-Out PRN Medications 

  Monitored House Arrest One-to-One Supervision 

 

         

         Clinician requesting authorization: (print)_______________________________________________________Phone:____________ Date:__________ 

 
         Countersignature by Licensed Clinician:_______________________________________________________  Phone:____________ Date:__________ 

 
      
     Created  by UBH 01-1-05   Revised 9.01.10 



 

 
This form should be used to 

request continued authorization 

of payment for  

Day Program services 

County of San Diego Mental Health Plan 

CONTINUED   Day Program Request 
 
                                                                                

Fax/Mail to: 

 OptumHealth Public Sectpr, 

3111 Camino del Rio North, Suite 

500 

San Diego, CA 92108 

Phone: (800) 798-2254, option 4 

Fax: (866) 220-4495 

CLIENT INFORMATION                                                          ****CONFIDENTIAL**** 

Client Name: (First  & Last)                                                                                                                            Client Anasazi ID #  Date of Birth 

DAY PROGRAM INFORMATION 

Legal Entity & Day Program Name: Please print clearly 

_____________________________________________________Phone:__________________ Assignment Open Date  ______/______/_______      

Day Program Unit#_______________ Subunit# _____________________ 

Anticipated Discharge Date  ______/____/______           Current Session Frequency :    _________ days a week     

                                                  mm/dd/yyyy                                                            

CONTINUED AUTHORIZATION REQUEST:           Intensive Day Treatment       Day Rehab           Frequency :         days a  week   

 Begin Date for this Request:         /        /                                  End Date for this Request:         /        /          

                                               mm/ dd/ yyyy                                                                               mm/ dd/ yyyy 

HISTORY  

 Significant Life Events Since Last Review : 

_________________________________________________________________________________________________________________________ 

DAY PROGRAM SERVICE NECESSITY CRITERIA    COMPLETE DIAGNOSIS and CHECK ALL THAT APPLY 

DIAGNOSIS           TIP:   Use DSM-IV Codes; include all Axes.                    Client must also meet Title 9  Medical Necessity Criteria 

Axis I - Primary _______________________     Axis II -________________________   Axis III -  ______________________  

            Secondary _____________________ 

Axis IV ______________________________          Axis V  (GAF)  Current  _____             Highest in last 12 months___________   

For adult clients only:  Day Program Services Medical Necessity #_____ (Please review Day Program Medical Necessity Grid to determine this number)  

SERVICE NECESSITY CRITERIA 

1)     Client exhibits an impairment in functioning due to the above diagnosis as demonstrated by one or more of the following: 

     A.     Substantial impairment in living arrangement, daily activities, social relationships, and/or age appropriate ADL skills as demonstrated by: 

 (describe)              

               

    B.      Risk factors such as recurring psychotic symptoms, suicidal or homicidal ideation without evidence of plan, or other violent ideation or  

                 behavior  as demonstrated by: (describe)       _________                                                            

                         
    C.     Demonstrative history that without day program services there is a substantial risk of recurrence of A. or B. (describe behavior/history   

                supporting  risk.)           ________ 

               

     D.    (For children/youth Probability that child will not progress developmentally as individually appropriate or will deteriorate developmentally  

                as demonstrated by:            

2)      Client (and family for children) has been in, or is currently in lower level of care and the client has not demonstrated progress or   

             stabilization (describe progress or lack of progress)         

                                                 
  3)      Client requires structured Day Program in order to move successfully from higher level of care to lower level of care or to prevent  

               deterioration in functioning and admission to a higher level of care. (describe how is this determined )     

               

4)     Present living situation and functioning indicate need for structured day program.  Describe living situation & functioning that supports need  

             for  Day Program.               

               

5)     Current treatment goals have not been met. There is progress toward treatment goals or a reasonable expectation that progress will be  

        made during the next authorization cycle. __________________________________________________ 

Created  by UBH 01-1-05   Revised 9.01.10 
 
 

 
RECEIVED: 



 

 
 

CLIENT INFORMATION                                                          ****CONFIDENTIAL**** 

Client Name: (First  & Last)   

 

Client Anasazi ID #: Date of Birth: 

 

 
CLIENT AREAS of STRENGTH DESCRIBE STRENGTHS IN DETAIL              (For children, include family strengths) 

Job, School, Daily Activities  

Relationships, Family, Social Supports  

Social Activities, Interests  

 

 
TREATMENT GOALS:  List goals directed at improving functioning.           Progress Rating Scale:   N – New Goal, 1 – Much worse, 

 2 – Somewhat worse, 3 – No change, 4 – Slight Improvement, 5 – Great improvement,  R – Resolved 

 

Measurable Behavioral Goal:  

 

As Demonstrated by: 

 

Method(s) for Achieving Goal 

Progress since last 

report  

 

 

   

 

 

   

 

 

   

     
 
Client received psychiatric evaluation?    Yes     No    NAME OF PSYCHIATRIST: 

CURRENT MEDICATIONS     Current Dose CURRENT MEDICATIONS     Current Dose 

    

    

    

        REQUIRED ATTACHMENTS 
 

PLEASE SUBMIT THE FOLLOWING DOCUMENT WITH THIS CONTINUING  DAY PROGRAM REQUEST: 
               
 
         Specialty Mental Health Services DPR if the client receives ancillary services in addition to Day Program 
Services.  

 
 

 

 

 

 

 

 

 

 

Created  by UBH 01-1-05   Revised 9.01.10 

 



 

 
CURRENT FUNCTIONING (CFARS Rating):   

1 2 3 4 5 6 7 8 9 

No problem Less than 

Slight 

Slight Problem Slight to 

Moderate 

Moderate 

Problem 

Moderate to 

Severe 

Severe 

Problem 

Severe to 

Extreme 

Extreme 

Problem 

Depression           Anxiety           

Depressed Mood Happy Sleep Problems Anxious/Tense Calm Guilt 

Sad Hopeless Lacks Energy / 
Interest 

Phobic Worried/ Fearful Anti-Anxiety Meds 

Irritable Withdrawn Anti-Depression 
Meds Obsessive/Compulsive 

Panic  

Hyper activity           Thought Process           

Manic Inattentive Agitated Illogical Delusional  Hallucinations 

Sleep Deficit Overactive / Hyperactive Mood Swings Paranoid Ruminative Command 
Hallucination 

Pressured Speech Relaxed Impulsivity Derailed Thinking Loose Associations Intact 

ADHD Meds Anti-Manic Meds  Oriented Disoriented Anti-Psych Meds 

Cognitive Performance           Medical / Physical           

Poor Memory Low Self-Awareness Acute Illness Hypochondria Good Health 

Poor Attention/Concentration Developmental Disability CNS Disorder Chronic Illness Need Med./Dental 
Care 

Insightful Concrete Thinking Pregnant Poor Nutrition Enuretic/ Encopretic 

Impaired Judgment Slow Processing Eating Disorder Seizures Stress-Related 
Illness 

Traumatic Stress           Substance Use           

Acute Dreams/Nightmares Alcohol Drug(s) Dependence 

Chronic Detached Abuse Over Counter Drugs Cravings/Urges 

Avoidance Repression/Amnesia DUI Abstinent I.V .  Drugs 

Upsetting Memories Hyper Vigilance Recovery Interfere w/Functioning Med. Control 

Interpersonal Relationships           Behavior in “Home” Setting           

Problems w/Friends Diff. Estab./ Maintain Disregards Rules Defies Authority 

Poor Social Skills Age-Appropriate Group Conflict w/Sibling or Peer Conflict w/Parent or Caregiver 

Adequate Social Skills Supportive Relationships Conflict w/Relative Respectful 

Overly Shy  Responsible  

ADL Functioning           Socio-Legal           

Handicapped Not Age Appropriate In: Disregards Rules Offense/Property Offense/Person 

Permanent Disability 
Communication 

Self Care Fire Setting Comm. Control/Reentry Pending Charges 

No Known Limitations Hygiene Recreation Dishonest Use/Con Other(s) Incompetent to 
Proceed 

 Mobility  Detention/ Commitment Street Gang Member 

Select:  Work   School           Danger to Self           

Absenteeism Poor Performance Regular Suicidal Ideation Current Plan Recent Attempt 

Dropped Out Learning disabilities Seeking Past Attempt Self-Injury Self-Mutilation 

Employed Doesn’t Read/Write Tardiness “Risk-Taking” 

Behavior 

Serious Self-Neglect Inability to Care for 

Self 

Defies Authority Not Employed Suspended    

Disruptive Terminated/ Expelled Skips Class    

Danger to Others           Security/ Management Needs           

Violent Temper Threatens Others Home w/o Supervision Suicide Watch 

Causes Serious Injury Homicidal Ideation Behavioral Contract Locked Unit 

Use of Weapons Homicidal Threats Protection from Others Seclusion 

Assaultive Homicide Attempt Home w/Supervision Run/Escape Risk 

Cruelty to Animals Accused of Sexual Assault Restraint Involuntary Exam/ Commitment 

Does not appear dangerous to 
Others 

Physically Aggressive Time-Out PRN Medications 

  Monitored House Arrest One-to-One Supervision 

 

Day Program Clinician: (print) ___________________________________________________________________   Date: ____________________ 
 
         

Countersignature by Licensed Clinician: __________________________________________________________  Date:  ___________________ 
 
 
 

For OptumHealth Disposition Only:     DOCUMENT AUTHORIZATIONS FOR DAY PROGRAM and  ANCILLARY SERVICES  

OptumHealth Clinician #:_________________   Day Program Authorization Period: Begin Date:_______________  End Date:_________________ 

Approved # Days:_________   Frequency (# times/week) ________    Review Date:_________  Circle approved  AS on next page(s)   Logged  

Reduce DP Request:   Deny DP Request:   Date NOA Sent:  ________ Reduce AS Request:   Deny AS Request:    
Date NOA Sent:______                         
 
 

Date DP Auths Entered:____________   Date AS Auths Entered:____________    D/E Name:______________________        Logged  

 
Created by UBH 01-1-05   Revised 9.01.10 
 
  



UTILIZATION MANAGEMENT REQUEST AND AUTHORIZATION                        

Outpatient Treatment & Case Management Programs                                                        

Children’s Programs Only 
 

2012 

 

WHEN: Prior to an outpatient client reaching the end of the initial 13 sessions 

included individual sessions or up to 18 family or group only included 

sessions from the date the assignment was opened at the Unit/SubUnit.  

Subsequently, the Utilization Management (UM) Authorization shall be 

completed prior to the expiration of the previous UM Authorization.   

 

ON WHOM: All outpatient and case management clients meeting above requirements 

who are clients receiving individual, group or family therapy. This 

excludes medication management, CMBR only, unplanned services such 

as Crisis Intervention (CI), plan development, evaluation of records, 

report preparation, TBS, psychological testing (for those programs 

approved to do testing); collateral (contact with significant others such as 

teachers, PO, CWS, and parent).  Paraprofessional rehabilitative services 

(R-individual, R-group, R-family). Rehabilitative services provided by a 

clinician are included services. 

 

Clients who are simultaneously enrolled in a Day Program obtain 

authorization through the Day Provider (until the client leaves the day 

treatment program).   

 

COMPLETED BY: Request form may be completed by:   

Physician,  

Licensed/Waivered Psychologist,  

Licensed/Registered/Waivered Social Worker, 

Licensed/Registered/Waivered Marriage Family Therapist, or  

Registered Nurse.   

Trainee,  

Mental Health Rehab specialist,  

Rehab staff, or  

Paraprofessional 

The program sets co-signature requirements. 

 

 The UM Authorization shall be approved by a licensed or waivered 

clinician.  The clinician member authorizing the sessions cannot be the 

same as the staff who submitted the UM form. 

 

MODE OF  Legibly handwritten, typed, or word-processed on Utilization  

COMPLETION: Management Authorization form. 

 

REQUIRED    Staff requesting services outline the date of initial admission in the  

ELEMENTS: program, type of services offered by program, current planned session 

frequency per month, number of additional sessions requested and any 

additional comments.  A five-axis diagnosis shall be completed.  Note if 

family is involved in treatment, and if youth or family are requesting 

continuation of service.  Check off any concurrent interventions 

treatment client is involved with, and any prior hospitalizations.   

  



UTILIZATION MANAGEMENT REQUEST AND AUTHORIZATION                        

Outpatient Treatment & Case Management Programs                                                        

Children’s Programs Only 
 

2012 

 Staff requesting services complete the Current Client Functioning 

(CFARS) section.  Complete rationale for additional service/s need.   

 

 Staff requesting services beyond the initial 13 sessions must summarize 

the Eligibility Criteria for the appropriate request (post initial 13 sessions 

or post 26 sessions)  

  

Staff requesting services identify all the proposed treatment modalities 

with the planned frequency.  The expected outcome and prognosis 

follows.  The requesting staff then outlines the actual requested number 

of treatment sessions to continue providing services after the initial 13 

session mark or the previous UM authorization (for those requests past 

the 26 sessions).   

 

The requesting staff attaches Client Plan (with or without the client’s and 

guardian’s signature) proposals/changes/additions, and then prints, signs, 

and dates the request. (NOTE:  the Client Plan does need to be signed in 

order to continue beyond the initial 13 sessions). Each program 

determines co-signature requirements for the authorization request form.  

CLIENT PLAN PROPOSALS/CHANGES/ADDITIONS MUST BE 

SUBMITTED WITH THE UM REQUEST FORM.  Once the UM 

request is approved the proposed changes/additions must be incorporated 

in to the Client Plan using either the review function or by rewriting a 

new Client Plan (revise is not acceptable for this process) within the 

EHR. 

 

 The UM representative identifies the approved number of sessions post 

the 13 session mark or the previous UM authorization up to an additional 

13 sessions.  The UM representative selects the appropriate box 

indicating if the request was approved, reduced, or denied.  UM 

representative may outline any comments or suggestions to the 

requesting staff.  Retroactive authorization is not acceptable (the 

program must contact the COTR when a client has no UM in place to 

cover claims).  The UM representative completing the review prints 

name, signs, and dates the form.  The UM approval must be completed 

by a licensed clinician only.  

 

 

BILLING: Utilization Management is a non-billable activity.  Therefore, there is no 

billing for preparation of the UM form or for the UM review time spent 

on the case.  UM is an administrative function. 
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UTILIZATION MANAGEMENT AUTHORIZATION 

Outpatient Treatment 

 

Review Date:  ________________ 

 

 

Date of Program Admission:  ___________________________                                 

 

Current Services: MHS  MHS-R  CM  Meds                 

Current Planned Session Frequency:                                                              

 _______ session/s per month 

 Comments:   

 

 

Is Family Involved with Treatment?   Y    N ( If no please 

explain):_____________________________________________

____________________________________________________ 

Does youth and/or family request continuation of service?  Y   N (Comments): ______________________________________________________________________________________________ 

Concurrent Interventions: (Please Check off all that apply):    TBS     Day Treatment Intensive     Day Treatment Rehabilitation     Chemical Dependency 

                                                           Rehabilitation    Other Outpatient (Please Specify): ___________________________________________________________________________________ 

Hospitalizations:  Y    N   (If yes please specify how long ago):    past month      past 3 months    past 6 months     past year     more than one year          

    CURRENT CLIENT FUNCTIONING (CFARS Rating):   
1 2 3 4 5 6 7 8 9 

No problem Less than 

Slight 

Slight Problem Slight to Moderate Moderate 

Problem 

Moderate to 

Severe 

Severe Problem Severe to Extreme Extreme Problem 

Depression                                                                Treatment Focus  Y        N Anxiety                                                                                                                Treatment Focus   Y   N 

Depressed 
Mood 

Happy Sleep Problems Anxious/Tense Calm Guilt 

Sad Hopeless Lacks Energy / Interest Phobic Worried/ Fearful Anti-Anxiety Meds 

Irritable Withdrawn Anti-Depression Meds Obsessive/Compulsive Panic  

Hyper activity                                                               Treatment Focus    Y    N Thought Process                                                                                              Treatment Focus    Y   N 

Manic Inattentive Agitated Illogical Delusional  Hallucinations 

Sleep Deficit Overactive / Hyperactive Mood Swings Paranoid Ruminative Command Hallucination 

Pressured 
Speech 

Relaxed Impulsivity Derailed Thinking Loose Associations Intact 

ADHD Meds Anti-Manic Meds  Oriented Disoriented Anti-Psych Meds 

Cognitive Performance                                                 Treatment Focus   Y   N Medical / Physical                                                                                             Treatment Focus    Y   N 

Poor Memory Low Self-Awareness Acute Illness Hypochondria Good Health 

Poor Attention/Concentration Developmental Disability CNS Disorder Chronic Illness Need Med./Dental Care 

Insightful Concrete Thinking Pregnant Poor Nutrition Enuretic/ Encopretic 

Impaired Judgment Slow Processing Eating Disorder Seizures Stress-Related Illness 

Traumatic Stress                                                          Treatment Focus    Y   N Substance Use                                                                                                   Treatment Focus   Y   N 

Acute Dreams/Nightmares Alcohol Drug(s) Dependence 

Chronic Detached Abuse Over Counter Drugs Cravings/Urges 

Avoidance Repression/Amnesia DUI Abstinent I.V .  Drugs 

Upsetting Memories Hyper Vigilance Recovery Interfere w/Functioning Med. Control 

Interpersonal Relationships                                         Treatment Focus   Y   N Behavior in “Home” Setting                                                                            Treatment Focus   Y    N 

Problems w/Friends Diff. Estab./ Maintain Disregards Rules Defies Authority 

Poor Social Skills Age-Appropriate Group Conflict w/Sibling or Peer Conflict w/Parent or Caregiver 

Adequate Social Skills Supportive Relationships Conflict w/Relative Respectful 

Overly Shy  Responsible  

ADL Functioning                                                            Treatment Focus   Y  N Socio-Legal                                                                                                       Treatment Focus   Y    N 

Handicapped Not Age Appropriate In: Disregards Rules Offense/Property Offense/Person 

Permanent Disability Communication Self Care Fire Setting Comm. Control/Reentry Pending Charges 

No Known Limitations Hygiene Recreation Dishonest Use/Con Other(s) Incompetent to Proceed 

 Mobility  Detention/ Commitment Street Gang Member 

Select:  Work   School                                         Treatment Focus    Y   N Danger to Self                                                                                                   Treatment Focus   Y    N 

Absenteeism Poor Performance Regular Suicidal Ideation Current Plan Recent Attempt 

Dropped Out Learning disabilities Seeking Past Attempt Self-Injury Self-Mutilation 

Employed Doesn’t Read/Write Tardiness “Risk-Taking” Behavior Serious Self-Neglect Inability to Care for Self 

Defies Authority Not Employed Suspended    

Disruptive Terminated/ Expelled Skips Class    

Danger to Others                                                          Treatment  Focus   Y   N Security/ Management Needs                                                                         Treatment Focus    Y    N 

Violent Temper Threatens Others Home w/o Supervision Suicide Watch 

Causes Serious Injury Homicidal Ideation Behavioral Contract Locked Unit 

Use of Weapons Homicidal Threats Protection from Others Seclusion 

Assaultive Homicide Attempt Home w/Supervision Run/Escape Risk 

Cruelty to Animals Accused of Sexual Assault Restraint Involuntary Exam/ Commitment 

Does not appear dangerous to 
Others 

Physically Aggressive Time-Out PRN Medications 

  Monitored House Arrest One-to-One Supervision 

 

DSM IV – TR   Axis I – Primary: _______________________________________________________    Code: _______________ 

                        Secondary: _____________________________________________________    Code:_______________                                                                         

                              Other: _________________________________________________________   Code:________________ 

  Axis II -  ______________________________________________________________   Code:_______________ 

                      Axis III - ______________________________________________________________   Code:________________ 

  Axis IV -    Primary Support Group   Social Environment  Educational  Occupational    

                   Housing   Economic  Access to Health Care  Interaction with the Legal System  

                   Other psychosocial and Environmental Problems 

  Axis V - (GAF)     Current:  ____________________         Highest in last 12 months:  ___________________                                       
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RATIONEL FOR ADDITIONAL SERVICE NEED 

 

 

 

 

 

ELIGIBILITY CRITERIA – POST INITIAL 13 SESSIONS 

     Client continues to meet Medical Necessity and demonstrates benefit from services 

     Consistent participation in services 

     CFARS-Impairment Rating guideline of 5 

 

     Client meets the criteria for SED based upon the following: 

               As a result of a mental disorder the child has substantial and persistent impairment in at least two of the following areas (check): 

                                Self-care and self regulation 

                                Family relationships 

                                Ability to function in the community 

                                School functioning 

 AND   One of the following occurs: 

                               Child at risk for removal from home due to a mental disorder 

                               Child has been removed from home due to a mental disorder 

                               Mental disorder/impairment is severe and has been present for six months, or is highly likely to continue for more than one                      

                                   year without treatment. 

  OR     The child displays:  

                           acute psychotic features, 

                           imminent risk for suicide     

                           imminent risk of violence to others due to a mental disorder 

 

ELIGIBILITY CRITERIA – POST 26 SESSIONS 

  Client has met the above criteria as indicated AND 

Meets a minimum of one continuing current Risk Factor related to child’s primary diagnosis: 

                   Child has been a danger to self or other in the last two weeks 

                   Child experienced severe physical or sexual abuse or has been exposed to extreme violent behaviors in the home in the last two weeks 

                   Child’s behaviors are so substantial and persistent that current living situation is in jeopardy 

                   Child exhibited bizarre behaviors in the last two weeks 

                   Child has experienced trauma within the last two weeks 
 
 

Proposed Treatment Modalities          Planned Frequency 

 

 MHS – Family                                         ________ session(s) per month 
 

 MHS – Group                                          ________ session(s) per month 
 

 MHS – Individual                                    ________ session(s) per month 
 

 MHS - Collateral                                      ________ session(s) per month 
 

 Case Management/Brokerage                  ________ session(s) per month 
 

 MHS – Rehab                                          ________ session(s) per month 
 

 Medication Support                              ________ session(s) per month 

Expected Outcome and Prognosis 
 

 Return to full functioning 

 

 Expect improvement, anticipate less than full        

      functioning 

 

 Relieve acute symptoms, return to baseline       

      functioning 

 

 Maintain current status/prevent deterioration 

REQUESTED NUMBER OF 

TREATMENT SESSIONS 

 

 

 
        

      Requesting Staff’s Name, Credential, Signature:  ____________________________________________________________________________        Date:  ___________________________      

      Co- Signature:  _______________________________________________________________________________________________________________         Date:  ___________________________      

 

 

Approved # of Sessions:  _____________          Comments:  ________________________________________________________________________________________________  
 

Request Approved          Request  Reduced         Request Denied         

 

Retroactive Authorization (must notify COTR by email) ____________________________________________________________________________________________ 
 

UM Clinician’s Name:  ________________________________    Signature/Credentials:   _______________________________________    Date:  __________________________ 

Committee Members Names and Credentials:  ___________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________ 
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NOTE:  Training for the Client Plans and Progress Notes in the EHR began in October 

2011.  Training will continue throughout the calendar year 2012.  Programs not yet 

trained to use the EHR to document Client Plans and Progress Notes will continue to use 

paper during the transition and will be held to the same documentation timelines and 

standards as outlined in the following descriptions unless noted otherwise. 



PROGRESS NOTES 
 

            

2012 

 

 

 

WHEN: As needed to document client care at every service contact where a 

progress notes entry is required. 

 

ON WHOM:   All clients with open cases receiving services. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Co-signatures must be 

completed within timelines.   

 Note:  When more than one staff member provides services, one staff 

member may write the progress note for all staff; but the unique 

role/function/contribution of each staff member participating must be 

documented. 

 

MODE OF     

COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     
ELEMENTS: Content of each progress note must support the service claimed.  When 

using a template all prompts must be addressed.   

 

BILLING: After rendering a service, a progress note is to be completed.  Service 

entry shall be completed as a part of the progress noting process.  

Completion and final approval of the service and the progress note by the 

staff is a certification that the documented services were provided 

personally and that the services were medically necessary. 

 

 

 

NOTE: Every progress note within the EHR must be completed and final 

approved in a timely manner.  When it is not completed and final 

approved (red locked), the note is at risk for deletion by another server.  

Paper forms are only to be completed when the EHR is not accessible 

and the expectation is that the information on those forms is entered into 

the EHR as promptly as possible.  Progress notes are not viewed as 

complete until the assessment is final approved (red locked). 
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Introduction 
 
Individual Progress Notes within Anasazi have three distinct portions which connect the 
narrative of the note with a service as well as Goal/s and Objectives.  Due to the 
connection between different portions of the product making corrections to any portion 
of a note can be different depending on the status of each of these three areas.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The top portion is for service entry.  Once a staff has been trained to use Progress 
Notes, services will be entered through the progress note and will no longer be entered 
through Individual Service Entry.  Once a service is entered in this portion of the 
progress note it will generate a form number and the service will be ready to claim.  The 
service will claim even if the progress note is not final approved – to prevent 
disallowances please make sure that all progress notes are final approved in a timely 
manner.  Claiming a service without a final approved note to support the claim will result 
in a disallowance. 
 
The middle portion is for connecting the service provided and the progress note – what 
is in the Client Plan.  When a planned service (an intervention entered on the Client 
Plan) is selected the system will automatically pull the linked Goal and Objective for the 
planned service in to the middle section.  When an unplanned service (an intervention 
not documented on the Client Plan) is selected the system will prompt the staff to select 
the appropriate Goal and Objective to tie the note to the Client Plan (when one is 
present).  This supports the clinical thread of treatment for the client by tying the 
documented service to medical necessity and the Client Plan. 
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The bottom portion is for documenting the narrative that supports the 
service/intervention provided.  The content of the narrative must demonstrate medical 
necessity and be tied back to the Client Plan and must support the claimed service.  
The progress note is not considered complete unless all necessary signatures are 
captured and the note is final approved within timelines.  Remember, if the date of 
documentation and/or date of final approval of the note is past 14 calendar days from 
the date of service, the service becomes non-billable and must be coded as such. 
 
As a result of the different portions of the product being linked within a single progress 
note, the instructions for making corrections to a note required additional testing to 
develop a comprehensive set of directions.  In the following sections specific scenarios 
were reviewed and specific steps are outlined.  Please make sure all staff who touch 
services or progress notes has a copy of this packet for reference. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NOTE:  This packet focuses on corrections to Individual Progress Notes.  Information 
related to corrections for Group Progress Notes will be released at a later date.  Multi-
Service Progress Notes are not to be used in Anasazi – any errors related to these 
notes must be communicated to the Optum Help Desk immediately for correction. 
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Progress Note Basics 
 
When can a progress note be deleted? 

 A progress note may be deleted only before it is final approved.  Once the note is 
final approved it may not be deleted and voiding the note is the only option.  
Voided progress notes will always remain in the system and will show as 
“Voided”.  If you do or do not want to view voided progress notes, please review 
your filter settings and change accordingly. 

 
What can I change on a progress note and when? 

 When the intervention is selected from the Client Plan as a “Planned” service, it 
may not be changed once it is pulled in to the service entry portion (the top) – it 
will show as gray.  If you selected the incorrect intervention from the Client Plan, 
cancel the note and begin again selecting the correct intervention. 

 When the intervention is selected as an “Unplanned” service (not a part of the 
Client Plan), it may be edited once it is pulled in to the service entry portion.  If 
you have selected the incorrect intervention as an “Unplanned” intervention it 
may be edited until the service is processed for claims.  Once the service has 
been processed for claims, if you attempt to edit it you will receive an error 
message preventing the action. 

 The client assignment, service, travel and documentation time, as well as the 
service indicators, are entered at the time of building the service entry portion – if 
you make an error in selecting the client assignment, time, and service indicators 
the system will allow you to make the correction until the time that the service is 
processed for claim. 

 The date of service cannot be changed once it is selected in the progress note 
and pulled in to the service entry portion.  Double check the date of service 
before you save the service entry portion. 

 
What can I do to prevent the need to void a progress note? 

 Double check the client name – make sure the note is written in the correct client 
chart. 

 Double check the intervention at the time you pull it in to a progress note – once 
the intervention is selected from the Client Plan, it may not be edited and you 
must start over.  Do not save the service until you have verified the correct 
intervention/service code. 

 Double check the server, service indicators, and assignment.  Do not save the 
service until you have verified the correct server, service indicators and 
assignment. 

 Double check the content of the progress note – make sure it supports the 
intervention and service entry.  Do not save or final approve the note until you 
have verified all the service entry information and the content of the note.  Only 
final approve when you are certain the note is complete. 
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What needs to be checked before I request a progress note be voided? 

 Check to see if the note is final approved.  If it is not final approved it may be 
deleted.  If it is final approved a void may be necessary. 

 Check to see if the service has been processed for claims.  If the service is 
processed it may not be edited.  If it has not yet been processed some fields may 
be edited which are completed by the staff who completed the note. 

 Check to see if the packet provides instructions on making any corrections prior 
to requesting the void.   

 Submit void requests to the Optum Help Desk with the completed request form – 
you must complete all fields in order for the void to be processed correctly and 
promptly. 

 If you have questions about any of the instructions or the void request process, 
contact the Optum Help Desk for guidance. 

 
 
The following pages will outline specific scenarios and will direct you to the correct 
action steps.  Each of the action steps are outlined step by step in the Appendix and are 
meant to walk you through the process.  If at any time you cannot move forward with the 
included instructions, please contact the Optum Help Desk for assistance. 
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Wrong date of service: 
 If the wrong date of service is selected and pulled in to the service entry portion of the 
progress note and the note is  

 Not final approved – you must delete the progress note and the service 
(Appendix #1). 

 Final approved but the service is not yet claimed - you must void the progress 
note and delete the service(Appendix #5) 

 Final approved and the service is claimed – you must write an Informational Note 
(Appendix #8). 

 
 
Wrong Client: 
If the progress note was for the wrong client and the note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1). 

 Final approved but the service is not yet claimed – you must void the progress 
note and delete the service (Appendix #5) 

 Final approved and the service is claimed –  (when the narrative of the note is 
written for the wrong client but the service entry is for the correct client) you must 
void the progress note but keep the service (Appendix #7) 

 
 
Wrong or Insufficient Information in the Note Narrative: 
If the content of the note does not support the intervention or if the wrong client name is 
entered within the narrative and the note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1). 

 Final approved but the service is not yet claimed – you must void the progress 
note but keep the service (Appendix #3) 

 Final approved and the service is claimed –   
o When service is clinically appropriate – you must void the progress note 

but keep the service (Appendix #3) 
o When the service is not clinically appropriate – you must void the progress 

note and void the service (Appendix #7) 
 
 
Duplicate Progress Note and Service: 
If a second progress note was written for the same client for the same service and the 
note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1) 

 Final approved but the service is yet not claimed – you must void the progress 
note and delete the service (Appendix #5) 

 Final approved and the service is claimed – you must void the progress note and 
void the service (Appendix #7) 
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Wrong service indicators or wrong server/s: 

 Not final approved – you must delete the progress note and the service 
(Appendix #1) 

 Final approved but the service is not yet claimed – you must edit the service 
(Appendix #2) 

 Final approved and claimed –  
o Wrong service indicator – you must write an Informational Note (Appendix 

#8) 
o Wrong server – program will hold until further instruction.  

 
Wrong planned service  
If the incorrect “Planned” service is selected from the Client Plan, (this includes 
changing the service code from billable to non-billable) and the note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1) 

 Final approved but the service is not yet claimed – you must void the progress 
note and delete the service (Appendix #5) 

 Final approved and the service is claimed –  
o When the mode and service function code are the same – you must write 

an Informational Note (Appendix #8) 
o When the mode and service function code are different – program will hold 

until further instruction 
 
 
Documented service did not occur: 
When the documented service on the progress note did not occur and the note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1) 

 Final approved but the service is not yet claimed – you must void the progress 
note and delete the service (Appendix #5) 

 Final approved and the service is claimed – you must void the progress note and 
void the service (Appendix #7) 

 
 
Wrong unplanned service  
If the incorrect “Unplanned” service is selected, (this includes changing the service code 
from billable to non-billable) and the note is 

 Not final approved – you must edit the service (Appendix #2) 

 Final approved but the service is not yet claimed – you must edit the service 
(Appendix #2) 

 Final approved and the service is claimed –  
o When the mode and service function code are the same – you must write 

an Informational Note (Appendix #8) 
o When the mode and service function code are different – program will hold 

until further instruction 



  
Page 9 

 
  

No Active Client plan 
If a service is documented and not covered by an active Client Plan (when a Plan is 
required) and the note is 

 Not final approved – you must edit the service to a non-billable service code 
(Appendix #2) 

 Final approved  but the service is not yet claimed – you must delete the service 
but keep the progress note (the service entry must reflect the non-billable service 
code) (Appendix #4) 

 Final approved and the service is claimed – you must void the service but keep 
the progress note (the service entry must reflect the non-billable service code) 
(Appendix #6) 

 
 
Time Claimed Greater (or wrong) than Time Documented 
If the amount of time entered on the service entry portion is greater than (or wrong) the 
time documented within the content of the narrative and the note is 

 Not final approved – you must edit the service (Appendix #2) 

 Final approved but the service is not yet claimed – you must edit the service 
(Appendix #2) 

 Final approved and the service is claimed – program will hold until further 
instruction 

 
 
Lockouts and Non-Billable Services  
If a service was provided during a lockout or was a non-billable service (i.e. 
transportation, academic, vocational, recreation or socialization) and the note is 

 Not final approved – you must edit the service (Appendix #2) 

 Final approved but the service is not yet claimed – you must delete the service 
but keep the progress not (Appendix #4) 

 Final approved and claimed – you must void the service but keep the progress 
note (Appendix #6) 

 
 
Clerical Services/Payee Related Service 
If the service was a clerical service and/or a payee related service and the note is 

 Not final approved – you must delete the progress note and the service 
(Appendix #1) 

 Final approved but the service is not yet claimed – you must void the progress 
note and delete the service (Appendix #5) 

 Final approved and claimed – you must void the progress note and void the 
service (Appendix #7) 
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Wrong Unit/SubUnit 
If the wrong Unit and/or SubUnit are selected in the service entry portion and the note is 

 Not final approved – you must edit the service (Appendix #2) 

 Final approved but the service is not yet claimed – you must edit the service 
(Appendix #2) 

 Final approved and claimed – you must write an Informational Note (Appendix 
#8) 

 
 
No Show Entered as a Service 
If a No Show is documented within the narrative without the use of the “5 – No Show” 
service indicator and the note is 

 Not final approved – you must edit the service indicator and select “No Show” 
(Appendix #2) 

 Final approved but the service is not yet claimed – you must edit service indicator 
and select “No Show” (Appendix #2) 

 Final approved and the service is claimed – you must void the service but keep 
the progress note (Appendix #6) 

 
 

Documentation Past 14 Days 
If the documentation date of the progress note is more than 14 calendar days from the 
date of service and the note is 

 Not final approved – you must edit the service and enter in the appropriate non-
billable service code (Appendix #2) 

 Final approved but the service is not yet claimed and 
o It is a “Planned” service – you must void the progress note and delete the 

service (Appendix #5) (Note must be re-entered to reflect the non-billable 
service code) 

o It is an “Unplanned” service – you must edit the service (Appendix #2) 

 Final approved and the service is claimed and 
o It is a “Planned” service –  

 When the mode and service function code are the same – you must 
write an Informational Note (Appendix #8) 

 When the mode and service function code are different – program 
will hold until further instruction 

o It is an “Unplanned” service -  
 When the mode and service function code are the same – you must 

write an Informational Note (Appendix #8) 
 When the mode and service function code are different – program 

will hold until further instruction 
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Multiple Scenarios 
If a progress note contains more than one of the above factors and the note is 

 Not final approved – you must edit the service entry and the narrative (Appendix 
#2) 

 Final approved (the service may or may not yet be claimed – you must contact 
the Optum Help Desk for assistance 
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Delete the progress note and the service 
Note is not final approved AND service is not claimed 
(Void is only possible when the progress note is final approved) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

When the note is not yet final approved and an error is identified, there are two ways to delete the 
note: 
1) “Save” the progress note (do not final approve) 
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a) Locate the note in the Progress Notes panel, highlight the note and right click on the mouse for 
the drop down menu.  Select “Delete”. 

 
 
 
 
 
 
 

 
b) Confirm that this is the correct note to delete by selecting “Yes” 
c) The deleted note will no longer show in the progress notes panel. 

 
 
2) Delete the service and cancel the note 
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a) Select “Delete” for the service entry 
 
 
 
 
 
 

 
 

 
b) Verify that you want to delete the service and select “Yes” 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

c) The last step is to “Cancel” the note. 
d) The note will not appear in the progress notes panel. 
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Edit of a service 
 

Note may or may not be final approved AND service is not claimed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NOTE:  when a progress note is not final approved you may delete the service, delete the note, and/or 
edit any portions of the service entry as appropriate. 
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If the progress note is Final Approved, but the service has not yet been claimed, the following items 
within the service entry portion of the progress note may be edited: 

a. Unit and SubUnit 
b. Assignment 
c. Server 
d. Unplanned service code/intervention (in this example you see a planned service 

code/intervention which cannot be edited – it will be grayed out) 
e. Time (service, travel and documentation) 
f. Service indicators 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Make the corrections to any of the above items and select “Save”.  This will update the information for 
the service to claim correctly. 
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Void progress note but keep service 
 

Note is final approved AND service is not claimed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Program admin/data entry staff enters a service with the same service date using service code 
999.  This is completed through Individual Service Entry (and not through a progress note). 
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Program clinician removes the incorrect service from the progress note. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The service will disappear from the service entry portion of the note. 
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Program clinician imports the 999 service entry with the same service date into the progress 
note.  This is done by highlighting the service code 999 service and selecting “Ok”. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The “Void Progress Note – 999” service will now appear in the service entry portion of the note. 
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Program contacts Optum Health Support Desk and requests the initial progress note to be 
voided. 
Program clinician enters in new/correct progress note and imports the original (removed) 
service into the new progress note. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The initial/correct service will now appear in the service entry portion of the note.  The clinician 
will complete the progress note and final approve. 
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Delete service but keep progress note 
Note is final approved AND service is not claimed 
(If the date of service is different or the intervention/service code is a planned service from the 
Client Plan – go to Appendix #5) 
 
Program clinician deletes the incorrect service from the progress note. 
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Program clinician adds/enters in the correct service into the progress note. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clinician will complete the new service entry portion and select “Save” 
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 The corrected service will display in the service entry portion of the note. 
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 Void progress note and delete the service 
The progress note is final approved but is not yet claimed: 

 
Identify the problem note and service.  In this example we have a note for an Assessment service 
that did not occur on 1/9/12 as it was entered in to the progress note.  Because the service did not 
occur the service must be deleted and the progress note voided. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The first step is for the program admin/data entry clerk to enter in a 999 service for the same client 
on the same date as the initial progress note.  This is done through Individual Service Entry. 
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The clinician will locate the wrong note and open it up for edit.  The clinician then will “Delete” the 
initial/wrong service from note. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The system will verify that you do want to delete the service – verify that this is the correct service 
to delete and select “Yes”. 
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The clinician will then select the “Import” button to locate the 999 service entered by the 
admin/data entry clerk.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Import “999 – Void Progress Note” in to note – be sure to select the correct service. 
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Once the void progress note service is imported it will show in the service entry portion of the note.  
Select “Ok” to close the note. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
Contact Optum Support Desk and request the note be voided. 
 



Appendix #6 
 

Page 1 of 3 
 

 Void service but keep progress note 
The note is final approved and the service is claimed. 
 
 An example of when to use this is when the service entered must be changed to a non-billable service code. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The program admin/data entry clerk will enter in the appropriate non-billable service code for the same 
client on the same date as the initial date of service.  This is done through Individual Service Entry. 
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The clinician will locate the wrong note and open it for edits.  The clinician then will “Remove” the initial/wrong 
service from the note.  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The system will verify that you do want to remove the service-verify that this is the correct service to remove 
and select, “Yes.” 

 
 
 
 
 
 

The clinician will then select the “Import” button and locate the “999 – Void Progress Note” service entered by 
the admin/data entry clerk. 
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Import the non-billable service in to the note – be sure to select the correct service. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Once the non-billable service is imported it will show in the service entry portion of the note.  Select “Ok” to 
close the note. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Submit the Void form to MHBU to void the initial incorrect service claimed. 
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 Void progress note and service 

The note is final approved and service is claimed. 
 

The program admin/data entry clerk will submit the Void form to MHBU. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The program admin/data entry clerk will enter in a “999 – Void Progress Note” service for the same client on the 
same date as the initial progress note.  This is done through Individual Service Entry. 
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The clinician will locate the wrong note and open it for edit.  The clinician then will “Remove” the initial/wrong 
service from the note.  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 

The clinician will import the “999 – Void Progress Note” service entered by the admin/data entry clerk. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix #7 
 

Page 3 of 3 
 

Be sure to select the correct service. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Once the”999 - Void Progress Note” service is imported it will show in the service entry portion of the note.  
Select “Ok” to close the note. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Program will contact Optum Health Support Desk to request the initial progress note be voided. 
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When the void or replace of service is not an option 
Note final approved and service is claimed 
 
If the service cannot be Voided or Replaced and has been claimed, an Informational Note must be 
completed. 
 
Example:  service was provided on 2/2/12 but the progress note was dated 2/1/12.  The service has 
already been claimed and therefore the service cannot be voided or replaced.  An informational note 
must be attached to the original progress note indicating the wrong date of service. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Add the informational note and include: 

 The date the note with the initial note date (this assures that it will file/sort next to the original 
note) 

 The correct Subject heading (in this case ‘Wrong Date of Service’) 

 Unit/SubUnit the note was written for 

 The Intervention/Service Code provided 

 And the form number for the associated service/claim 
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The Informational Note will now display next to the progress note with the incorrect date of service.  
This will allow staff to locate the Informational Note easily for review. 



MENTAL HEALTH SERVICES 

 
2012 

 

 

 

 

 

MEDICAL 



PSYCHIATRIC ASSESSMENT - EHR 
 2012 

 

 

WHEN: At the time a client is initially evaluated for medication.   

 

 

ON WHOM: Every client who is initially evaluated for medication.   

 

 

COMPLETED BY:  MD, DO, MD Trainee. 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

 

NOTE: Every assessment within the EHR must be completed and final approved 

in a timely manner.  When it is not completed and final approved (red 

locked), the system will prevent other servers from launching any 

assessments that contain shared fields.  An assessment that is not final 

approved (status is “open green locked”) is at risk for deletion by another 

server.  Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Assessments are not 

viewed as complete and active until the assessment is final approved (red 

locked). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



San Diego County Mental Health Services 

PSYCHIATRIC ASSESSMENT 

Instructions 

 

Anasazi Tab 1 

 

Program Name: Required Field.    

Unit Number: Required Field. 

 

PRESENTING PROBLEMS/NEEDS: This is a required field. Include precipitating factors that led to 

deterioration/behaviors.  Describe events in sequence leading to present visit.   Describe primary complaint and summary of 

client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  Include 

observable and measurable impairing behaviors.  Include information on 5150 and Police transport. 

 

CLINICAL UPDATE:  Document in the space provided.  Interval note, describe current presentation and risk 

assessment to include danger to self and others, reason for visit. 

 

PAST PSYCHIATRIC HISTORY:  This is a required field.  Previous history of symptoms and/or mental health 

treatment.  Describe in chronological order - where, when, and length of time.  Include dates and providers related to 

any prior psychiatric treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  

Include the most recent periods of stability and the characteristics of those periods. 

 

SUBSTANCE USE INFORMATION: Required field.  Select “No” or “Yes” as it applies to the client.  If client 

indicates “yes,” provide information on which substances the client reports in the space provided. 

  

If client declines to report substance use, indicate by checking the appropriate box.  

 

Educate the client regarding the effects of smoking by reading the following statement:  “Smoking is a serious health 

risk that may lead to lung cancer, cardiovascular disease and the possibility of premature death.”  Indicate that you 

have provided this advisement by selecting the “Yes” check box.  

 

Use the space provided to document how substance use impacts the client’s current level of functioning. 

 

History of Substance Use Treatment:  Provide types of treatment, level of care, length of treatment, etc. 

 

Recommendation for Further Substance Use Treatment:  Check box “No”, “Yes”, or “Not Applicable.  If “yes,” 

explain  in the box provided. 

 

FAMILY HISTORY:   

 

The “Living Arrangement” prompt is Required. 

 

Enter your response on the form based on the Living Arrangement Table below.  Include the ID and Description in 

your documentation.    

  
Living Arrangement  
A-House or Apartment 

B-House or Apt with Support 

C-House or Apt with Daily Supervision 

 Independent Living Facility 

D-Other Supported Housing Program 

E-Board & Care – Adult  

F-Residential Tx/Crisis Ctr – Adult 

 

G-Substance Abuse Residential 

 Rehab Ctr  

H-Homeless/In Shelter  

I-MH Rehab Ctr (Adult Locked) 

J-SNF/ICF/IMD 

K-Inpatient Psych Hospital 

L-State Hospital 

M-Correctional Facility  

O-Other  

R-Foster Home-Child 

S-Group Home-Child (Level 1-12) 

T-Residential Tx Ctr-Child (Level 13-14) 

U-Unknown    

V-Comm Tx Facility (Child Locked) 

W- Children’s Shelter 

 

 

 
Those Living In The Home With The Client:  List the names and relationship to client in the text box. 

Include relevant family information impacting the client in the text box provided. 



 

 

 

 

Have Any Relatives Ever Had Any Of The Following Conditions:  For each listed condition, enter 

information from the family members table, if applicable, in the spaces provided.  Leave blank if there are none:  

 

ID DESCRIPTION ID DESCRIPTION ID DESCRIPTION 

Aunt Bio Aunt – Biological Fath InLaw Father – In-Law Niece NBio 

Niece – Non-

biological 

Aunt NoBio Aunt – Non-biological Gdaug Bio 

Granddaughter – 

Biological Other Other 

Bro Adop Brother – Adopted GDaug Nbio 

Granddaughter – Non-

biological Signif Oth Significant Other 

Bro Bio Brother – Biological GrFa Bio 

Grandfather – 

Biological Sig Supp 

Significant Support 

Person 

Bro Foster Brother – Foster GrFa NBio 

Grandfather – Non-

biological Sis Adopt Sister – Adopted 

Bro InLaw Brother – In-Law GrMo Bio 

Grandmother – 

Biological Sis Bio Sister – Biological 

Bro Step Brother – Step GrMo Nbio 

Grandmother – Non-

biological Sis Foster Sister – Foster 

Cous Bio Cousin – Biological GrSon Bio Grandson – Biological Sis In Law Sister – In-Law 

Cous Nbio 

Cousin – Non-

biological GrSon Nbio 

Grandson – Non-

biological Sis Step Sister – Step 

Daug Adopt Daughter – Adopted Husband Husband Son Adopt Son – Adopted 

Daug Bio Daughter – Biological Mother Ado Mother – Adopted Son Bio Son – Biological 

Daug Foster Daughter – Foster Mother Bio Mother – Biological Son Foster Son – Foster 

Daug InLaw Daughter – In-Law Mother Fos Mother – Foster Son In Law Son – In-Law 

Daug Step Daughter – Step Mo In Law Mother – In-Law Son Step Son – Step 

Dom Partner Domestic Partner Mo Step Mother – Step Uncle Bio Uncle - Biological 

Fath Adop Father – Adopted Neph Bio Nephew – Biological Uncl NBio 

Uncle – Non-

biological 

Fath Bio Father – Biological Neph NBio 

Nephew – Non-

biological Wife Wife 

Fath Fost Father – Foster Niece Bio Niece – Biological   

 

Include relevant family information impacting the client:  (Further explain family member’s involvement in substance 

use) 

 
MEDICAL HISTORY:    

Does client have a Primary Care Physician: This is a required field.  Check box “No”, “Yes, “Unknown”  If No, 

check “No” or “Yes”  client been advised to seek primary care. 

Primary Care Physician:  Enter the name and phone number of the physician in the text boxes provided. 
“Seen within the Last” period of time question is a required field. Check box “6 months”, “12 months”, or “Other” 

and explanation in text box provided. 

The “Physical Health Issues” prompt is a Required Field. Check boxes for health issues are provided.  Check all that 

apply. 

The Allergies and adverse medication reactions” prompt is a Required Field.  

Referred to primary health physician:  Check box “Yes” or “N/A”. 

Physical health problems affecting mental health functioning:  Explain in text box provided. 

Head Injuries:  Check box “No” or “Yes”.  If Yes, specify. 

Describe any medical and/or adaptive devices used by client.  

Describe any significant developmental information (when applicable).  

Allergies and adverse medication reactions is a required field.  Check box “No”, or “Yes”.  If yes, specify in 

text box provided  

Other prescription medications:  Check box  “None” or “Yes”.  If Yes, describe in text box provided. 

Herbals/Dietary Supplements/Over the counter medications:  Check box  “None” or “Yes”.  If Yes, describe 

in text box provided. 



Healing and Health: Alternative healing practices and beliefs.  Apart from mental health professionals, who or what 

helps client deal with disability/illness and/or to address substance use issues?   

 

Any known medical condition or past history of abuse that requires special consideration if 

physical restraint is needed, specifically:  breathing problems, significantly overweight, pregnancy, 

etc? Check box “No”, “Yes”.  If yes, explain. 
 

MMSE: (Mini Mental Status Exam): Enter 2 digit code  

 

Anasazi Tab 2 

 

MENTAL STATUS EXAM :  This is a Required Field.  Check each area as applicable to client.  Document other 

observations in the space provided.   

 

Anasazi Tab 3 

 

DIAGNOSIS 

 

If making or changing a diagnosis, complete the current Diagnosis Form and attach to this 

Psychiatric Assessment. 
 

Anasazi Tab 4 

 

VITAL SIGNS:  Enter appropriate values for each prompt. 

 

Pain: Check box “No”, “Yes”, “Unable to determine”.  

 

 Pain intensity level: Enter information in text box provided. 

 Location of pain: Enter information in text box provided, and how long client has had pain. 

 Doctor notified: Enter information in text box provided. 

  

DIAGNOSTIC SUMMARY:   Document the summary of your assessment in the space provided. 

 

PLAN:  Enter documentation of the Psychosocial/Rehab needs in the space provided.  Include available treatment 

and/or recovery services recommended, within your program or in the community. 

.  

PRESCRIPTIONS ORDERED NOW:  If client is taking psychiatric or psychotropic medications enter in 

medication table provided in the form.  

For “Side Effects Discussed”, “Medication Consent Forms”, “Ex-Parte” and “Conservator”, check boxes 

“No”, “Yes”, or “N/A”.    

Diagnostic Examinations Ordered Now:  Enter information in space provided. 

Laboratory Tests Ordered Now:  Enter information in space provided 

Placement Needs:  Enter information in space provided  

   

SIGNATURES:  Enter the name, credential, date and Anasazi ID number for the Physician requiring a co-signature 

(if applicable); and/or the Physician completing/accepting the evaluation. 
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San Diego County Mental Health Services 

PSYCHIATRIC ASSESSMENT 

 

*Client Name: ___________________________________ *Case Number:  ________________ 

*Assessment Date: _____________ *Program Name: _________________________________ 

 

 

*CHIEF COMPLAINT/REASON FOR EVALUATION:  Include precipitating factors that led to 

deterioration/behaviors.  Describe events in sequence leading to present visit.   Describe primary complaint and 

summary of client’s request for services including client’s most recent baseline and a subjective description of the 

problem/needs.  Include observable and measurable impairing behaviors.  Include information on 5150 and Police 

transport.-

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

 

CLINICAL UPDATE  Interval note, describe current presentation and risk assessment to include danger to self 

and others, reason for visit. 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

*PAST PSYCHIATRIC HISTORY:  Previous history of symptoms and/or mental health 

treatment.  Describe in chronological order - where, when, and length of time.  Include dates and 

providers related to any prior psychiatric treatment, history, traumatic and/or significant events, 

and/or trauma related to treatment.  Include the most recent periods of stability and the 

characteristics of those periods.-

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 



Client Name:                                          Case Number:    

Assessment Date:    Program Name:                                            

  Page 2 of 6 

 

SUBSTANCE USE INFORMATION:  

*Substance Use?      No    Yes     Client declined to report   

 

If Yes, specify substances used: 
Name of Drug Priority Method of 

Admin-

istration 

Age 1st 

used 

Freq-

uency of 

Use 

Days of 

use in last 

30 days 

Date of 

last use 

Amount of 

last use 

Amount used 

on a typical 

Day 

 

Largest 

Amount 

Used in One 

Day 

                                                            

                                                            

                                                            

                                                            

                                                            

                                                            

The client has been advised that smoking is a serious health risk that may lead to lung 

cancer, cardiovascular disease and the possibility of premature death:    Yes  N/A  

 

When applicable, outline how substance use impacts current level of functioning:  

__________________________________________________________________________ 

 

History of substance use treatment: Types of treatment, level of care, length of treatment, etc. 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 

Recommendation for further substance use treatment:   No    Yes   Not applicable 

If Yes: ______________________________________________________________ 

 

FAMILY HISTORY:   

*Living Arrangement: Select from Living Arrangement table listed in the Instructions Sheet 

________________________________________    
 

Those living in the home with client: _________________________________________ 

Have any relatives ever had any of the following conditions  Select from Relatives table listed 

in the Instructions Sheet).  

Substance abuse or addiction:  ___________________________________________ 

Other addictions:  _____________________________________________________ 

Suicidal thoughts, attempts:  _____________________________________________ 

Emotional/mental health issues: __________________________________________ 

Mental retardation:  ____________________________________________________ 

Developmental delays:  _________________________________________________ 

Arrests:  _____________________________________________________________ 

Include relevant family information impacting the client:  

_______________________________________________________________________ 
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MEDICAL HISTORY: 

 

*Does client have a Primary Care Physician? No Yes  Unknown   

If No, has client been advised to seek primary care? No Yes   

Primary Care Physician: _____________________________________    

Phone Number:____________________________________     

  Seen within the last:   6 months     12 months     Other:____________ 

Hospital of choice (physical health):__________________________________________  

Been seen for the following (provide dates of last exam):   

  Dental exam:__________________________    

  Hearing exam:_________________________   

  Vision exam:__________________________      

   

Physical Health issues: 

 Asthma    Diabetes   Elevated BMI     Heart Disease    

 Hypertension    Kidney Disease  Liver Disease   Neurological     

 None at This Time Sedentary Lifestyle  Seizure Disorder  Smoking    

 Other, specify:  _________________________________________________ 

 

Referred to primary health physician:   Yes  N/A 

 

Physical health problems affecting mental health functioning:        

 

Head injuries:  No     Yes, specify:       

 

Medical and/or adaptive devices:        

 

Significant Developmental Information (when applicable):        

   

*Allergies and adverse medication reactions:  No        Unknown/Not Reported 

  Yes, specify:       

 

Other prescription medications:   None         Yes:        

 

Herbals/Dietary Supplements/Over the counter medications:   None    Yes:        

   

Healing and Health: (Alternative healing practices and beliefs.  Apart from mental health 

professionals, who or what helps client deal with disability/illness and/or to address substance use issues?  

Describe):       
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

Any known medical condition or past history of abuse that requires special consideration 

if physical restraint is needed, specifically:  breathing problems, significantly 

overweight, pregnancy, etc? No        Yes 

If yes, explain:        

 

MMSE:   _____________ 



Client Name:                                          Case Number:    
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MENTAL STATUS EXAM 

 Unable to assess at this time.  

 

Level of Consciousness 

  Alert        Lethargic       Stuporous 

Orientation 

  Person      Place      Day      Month      Year      Current Situation 

  All Normal      None 

Appearance 

  Good Hygiene  Poor Hygiene  Malodorous   Disheveled 

  Reddened Eyes  Normal Weight  Overweight   Underweight 

Speech 

  Normal  Slurred      Loud    Soft     Pressured     

             Slow  Mute 

Thought Process 

  Coherent    Tangential     Circumstantial    Incoherent  Loose Association 

Behavior 

  Cooperative  Evasive   Uncooperative    Threatening   Agitated     Combative 

Affect 

 Appropriate    Restricted     Blunted  Flat      Labile   Other  

Intellect 

  Average  Below Average  Above Average  Poor Vocabulary 

  Poor Abstraction  Paucity of Knowledge  Unable to Rate 

Mood 

  Euthymic  Elevated  Euphoric  Irritable     Depressed     Anxious 

Memory 

  Normal  Poor Recent   Poor Remote         Inability to Concentrate 

  Confabulation  Amnesia 

Motor 

  Age Appropriate/Normal  Slowed/Decreased   Psychomotor Retardation 

 Hyperactive   Agitated     Tremors     Tics    Repetitive Motions     

 Judgment 

  Age Appropriate/Normal      Poor              Unrealistic  

  Fair               Limited                   Unable to Rate 

Insight 

  Age Appropriate/Normal   Poor     Fair      Limited       Adequate    Marginal 
  

Command Hallucinations  

 No  Yes, specify: _________________________________________________ 

 

Auditory Hallucinations  

 No  Yes, specify: _________________________________________________ 

 

Visual Hallucinations  

 No  Yes, specify: _________________________________________________ 
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Tactile Hallucinations  

 No  Yes, specify: _________________________________________________ 

 

Olfactory Hallucinations 

 No  Yes, specify: _________________________________________________ 

 

Delusions 

 No  Yes, specify: _________________________________________________ 

 

Other observations/comments when applicable:  

________________________________________________________________________________ 

 

 

DIAGNOSIS 

 

If making or changing a diagnosis, complete the current Diagnosis Form and attach to this 

Psychiatric Assessment. 

 

 

VITAL SIGNS: 

 

Height Weight Temp Resp Pulse BP 

                                    

 

Pain:       No            Yes       Unable to determine  

Pain Intensity Level: _____________  

  Location of pain:  ______________________How long: ________________       

 

DIAGNOSTIC SUMMARY: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

PLAN: 

Psychosocial/Rehab Needs:  Other available treatment and/or recovery services recommended, 

within program or in community. 

________________________________________________________________________________

________________________________________________________________________________ 
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Medications (Active and Current Inactivations):   

Side Effects Discussed:   No  Yes  N/A 

Medication Consent Forms:   No  Yes  N/A  

Ex-Parte:     No  Yes  N/A  

Conservator:     No  Yes  N/A 

  

Diagnostic Examinations Ordered Now:   

_________________________________________________________________________ 

  

Laboratory Tests Ordered Now:   

_________________________________________________________________________ 

 

Placement Needs:  

_________________________________________________________________________ 

 

Signature of Physician Requiring Co-signature: 

 

_____________________________  ________  ___________ 

Signature       Date       Time 

 

Printed Name: _________________________________     Anasazi ID number:  _______________ 

          

 

*Signature of Physician Completing/Accepting the Evaluation:  

 

_____________________________  ________  ___________ 

Signature       Date       Time 

 

Printed Name: _________________________________     Anasazi ID number:  _______________ 

 

Signature of Staff Entering Information (if different from above): 

 

_____________________________  ________  ___________ 

Signature       Date       Time 

 

Printed Name: _________________________________     Anasazi ID number:  _______________ 

 

Med Start Date Is Date  

Estima-
ted 

Y or N 

Dosage/ 

Frequency 

Amt. 

Prescribed 

Target 

Sxs 

Taken as 

Pre-
scribed? 

Y, N or 

Unk 

Prescribing 

Physician 
Name 

** Refills Stop Date Reason for 

Stopping 

      

 

                                                                  

                                                                        

                                                                        

                                                                        

                                                                        

**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP 

 



Abnormal Involuntary Movement Scale (AIMS) - EHR 

 

2012 

 

 

 

 

 

WHEN: Is not required if information is documented in the progress note. 

 

 

 

ON WHOM: All clients receiving anti-psychotic medication.  For clients under 

sixty (60) years of age due once a year and for clients over sixty 

(60) years of age every six (6) months. 

 

 

 

 

 

COMPLETED BY:   M.D., D.O., or Registered Nurse. 

 

 

 

 

 

MODE OF 

COMPLETION: Data must be entered into the Electronic Health Record 

 

 

 

 

 

REQUIRED 

ELEMENTS: Facial and oral movements, extremity movements, trunk 

movements, global judgments, dental status, response to 

medication. 
 
 

 

 

 

 

 

 

  



San Diego County Mental Health Services 

ABNORMAL INVOLUNTARY MOVEMENT SCALE 

(AIMS) 

 

*Client Name: ____________________________  *Case #: ______________________ 

 

*Date:  _________________________________ *Program Name: ____________________ 
 

 

FACIAL AND ORAL MOVEMENTS 
 1.  Muscles of Facial Expression   None       Minimal   Mild      Moderate     Severe 

 2.  Lips and Perioral Area                  None      Minimal   Mild      Moderate     Severe 

 3.  Jaw      None       Minimal   Mild      Moderate     Severe 

 4.  Tongue     None       Minimal   Mild      Moderate     Severe 

 

EXTREMITY MOVEMENTS 
 5.  Upper (Arms, Wrist, Hands, Fingers)   None       Minimal   Mild      Moderate     Severe 

 6.  Lower (Legs, Knees, Ankles, Toes)  None       Minimal   Mild      Moderate     Severe 

 

TRUNK MOVEMENTS 
 7.  Neck, Shoulders, Hips    None       Minimal   Mild      Moderate     Severe 

 

GLOBAL JUDGMENTS 
 8.  Severity of Abnormal Movements      None       Minimal   Mild      Moderate     Severe 

  

9.  Incapacity Due to Abnormal Movements  None     Minimal   Mild      Moderate     Severe 

  

10.  Patient’s Awareness of Abnormal Movements 

       No Awareness 

       Aware, No Distress 

       Aware, Mild Distress 

       Aware, Moderate Distress 

       Aware, Severe Distress 

 

DENTAL STATUS 
 Current Problems with Teeth, Dentures      Yes         No 

 Does Client Usually Wear Dentures               Yes         No 

 

TOTAL Tardive Dyskinesia-Like Score   _______ 

 

Any Other Important Information, Comments or Concerns:  
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

*Signature of Physician or Nurse Completing Examination:  
 

______________________________________     ________  

Signature        Date   

 

______________________________________   ___________ 

Printed Name                      Anasazi ID # 



VITAL SIGNS /WEIGHT/HEIGHT RECORD - EHR 

 

 

2012 

 

 

 

WHEN:  Assessment and tracking of physiological parameters is encouraged at every 

physician visit, when clinic resources allow. 

 

 

ON WHOM:   Any appropriate client. 

 

 

COMPLETED BY:   MD, RN, or LVN 

 

 

MODE OF     
COMPLETION:  Data must be entered into the Electronic Health Record. 

 
REQUIRED     

ELEMENTS: All clinically appropriate elements should be completed.  

 

 

NOTE: Every assessment within the EHR must be completed and final approved in a 

timely manner.  When it is not completed and final approved (red locked), the 

system will prevent other servers from launching any assessments that 

contain shared fields.  An assessment that is not final approved (status is 

“open green locked”) is at risk for deletion by another server.  Paper forms 

are only to be completed when the EHR is not accessible and the expectation 

is that the information on those forms is entered into the EHR as promptly as 

possible.  Assessments are not viewed as complete and active until the 

assessment is final approved (red locked). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



San Diego County Mental Health Services 

 

VITAL SIGNS/WEIGHT/HEIGHT/RECORD 

 

Client Name: _______________________________      Case #: _________________________ 

 

*Program Name: ____________________________  

 

 

History: 

 

Date:   _____________________________________      Time:  _________________________ 

 

 

 

Temperature:  

Pulse:    

Respiration:  

Weight    

Height  

Blood Pressure  

 

 

Reason taken:   

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Signature of MD, RN or LVN:  

 

______________________________________     ________ ________ 

Signature        Date  Time 

 

______________________________________   ___________ 

Printed Name                      Anasazi ID # 

 

 

Signature of Staff: 

 

______________________________________     ________ ________  

Signature        Date  Time 

 

______________________________________   ___________ 

Printed Name                      Anasazi ID # 

 



Prescriptions/Medications -EHR 

 

 

2012 

 

 
Instructions for System Outage 

 

 

 

 

 

WHEN: Once you have been trained to use the Doctor’s Homepage in Anasazi, 

the expectation is that all medications be entered into Anasazi via the 

Doctor’s Homepage. In the event of a system outage write prescriptions 

as you would on paper and follow what has been procedure prior to 

access to DHP. Enter the information into the DHP for the client as the 

system becomes available. You will not transmit electronically – make 

sure to mark the prescription method appropriately (handwritten, called 

in or faxed). 

 

 

 

 

  
 
     

 

     

 

 

 

  



Medical Condition Review Form-EHR 

 

 

2012 

 

 

 

 

 

WHEN: Once you have been trained to use the Doctor’s Homepage in Anasazi, 

the expectation is that all new medical condition information be entered 

into Anasazi via the Doctor’s Homepage. In the event of a system 

outage, this form is used for documenting a client’s vitals, allergies and 

medical condition. Enter the Medical Condition Review into the DHP as 

soon as the system becomes available again.   

 

 

 

ON WHOM: All clients seen by medical staff. 

 

 

 

 

COMPLETED BY: MD or RN supporting the medical staff.  

 

  
 
    

REQUIRED   

ELEMENTS: All clinically appropriate elements should be completed.  

 

     

 

 

 

  



 

Medical Condition Review 

Client Name:      ____________________________________________ 

Client Number:  __________________ 

 

General 

Height:   _____ft        ____in 

Weight:   _____lbs    ____oz         weight circumference ________ 

Pregnant            Lactating/Nursing          Fathering a child                     

Vital Signs 

Blood pressure:  _______ mmHg systolic             _______mmHg diastolic 

Temperature ________F              Heart Rate ______/min               Respiratory Rate______/min 

Liver/Renal Conditions 

 Liver Disease 

Renal Function _______ mL/min             Dialysis Type ______________________________________ 

Medical Conditions           No Known Medical Conditions 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Allergies           No Known Allergies 

Include medication and substance allergies  

____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Staff Signature: _____________________________________Staff ID: ___________________________ 

DATE:________________________ 
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CHILD / YOUTH HISTORY QUESTIONNAIRE - PAPER 

 2012 

 

 

WHEN: Within 30 calendar days of opening the client’s treatment session.  When 

client has been in the System of Care, the questionnaire should be 

requested from the prior provider.  If the questionnaire is not received 

prior to the thirty days, a new questionnaire shall be completed.  

 

 

ON WHOM: All clients (age 0-18) with open cases, receiving services.  

 

 

COMPLETED BY: Parent / guardian, or significant other.  When the client is 18 years or 

older, emancipated, or when no significant other is available, staff 

member shall complete the questionnaire by gathering any information 

that is available.  

 

 

MODE OF    Legibly handwritten on Child / Youth History Questionnaire form  

COMPLETION: (MHS - 651).   

 

 

REQUIRED    Name of individual completing the form, their relationship to child and 

ELEMENTS:   date it was completed.   Pregnancy / Birth History, Developmental   

Milestones, Behavioral Symptom Checklist, Child / Youth Medical 

History Checklist, Family History, and Child / Youth Mental Health 

History sections to be filled out as completely as possible with comments 

when applicable and noting when information is unknown.  The 

questionnaire is to be reviewed, signed, and dated by the primary 

program staff member.   

 

When the questionnaire is imported from another program or previous 

episode, the current primary staff shall review, sign, and date the 

questionnaire. 

 

T Bar shall include the client’s name, case number, and program name. 

   

 

BILLING:   Completing the questionnaire and reviewing the responses is often  

done as part of a session.  That contact needs to be summarized in the 

appropriate progress note format.  A service record shall be completed 

for each progress note entry. 
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CHILD/YOUTH HISTORY QUESTIONNAIRE 

 

Client:   

 

Case #:   

 

Program:   

              HHSA:MHS-651 (3/2005)  Page 1 of 2 

Child/Youth History Questionnaire 

Form         Relationship       Date 

Completed By:          To Child:         Completed:     
  

 

Pregnancy/Birth History 
 

Child’s Name:                 D.O.B:                Is Child Adopted:  yes   no 
 

Did the mother have any medical problems or injuries during pregnancy?   yes     no      unknown 

Describe:                

Did the mother take any medications during pregnancy?   yes     no     unknown 

Describe:                

Did the mother use any drugs or alcohol during pregnancy?  yes     no     unknown 

Describe:                

Did the mother smoke during pregnancy?  yes     no     unknown 

Baby’s Birth Weight: ________________lbs.  ________________oz.    

Did the mother take the baby home with her when she left the hospital?  yes     no     unknown 

Was the pregnancy or delivery unusual or difficult in any way?  yes     no     unknown 

Describe:                

Did the child have any medical problems in infancy?  yes   no  unknown 

Describe:                

 

Developmental Milestones 
 

Age child first:      

crawled      sat up alone     walked alone       

first words              weaned      fed self        

bladder control      bowel trained     spoke in complete sentences     
 

 information is unknown              too long ago to recall      all within normal limits  

 
 

 

Behavioral Symptom Checklist 
 

Speech problems   yes    no   unknown 

Temper tantrums    yes    no   unknown 

Head banging    yes    no   unknown 

Too active   yes    no   unknown 

Impulsive   yes    no   unknown 

Stubborn    yes    no   unknown 

Day time wetting   yes    no   unknown 

Night time wetting  yes    no   unknown 

Poor bowel control  yes    no   unknown 

Sleep problems   yes    no   unknown 

Eating problems   yes    no   unknown 

Withdrawn, shy   yes    no   unknown 

Fire setting   yes    no   unknown 

Running away   yes    no   unknown 

School truancy   yes    no   unknown 

School problems   yes    no   unknown 

More interested in things 

than people   yes    no   unknown 
 

 

Unusual or unrealistic fears  yes    no   unknown 

Aggression toward peers  yes    no   unknown 

Aggression toward adults  yes    no   unknown 

Aggression toward animals  yes    no   unknown 

Aggression toward property  yes    no   unknown 

Self-mutilation   yes    no   unknown 

Physically abused  yes    no   unknown 

Sexually abused  yes    no   unknown 

Sexually active  yes    no   unknown 

Has sexually molested others  yes    no   unknown 

Suicide attempts  yes    no   unknown 

Drug  use  yes    no   unknown  

Alcohol use  yes    no   unknown 

Drug or alcohol treatment  yes    no   unknown 

Problems with the law  yes    no   unknown   

Juvenile Hall Stay  yes    no   unknown 

Collects/uses weapons  yes    no   unknown 

Unusual thoughts  yes    no   unknown 

Use this area to explain all “yes” answers: 
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CHILD/YOUTH HISTORY QUESTIONNAIRE 

 

Client:   

 

Case #:   

 

Program:   

              HHSA:MHS-651 (3/2005)  Page 2 of 2 

Child / Youth Medical History Checklist 

 

Hearing problems    yes      no 

Vision problems    yes      no 

Diabetes     yes      no 

Ear Infections    yes      no 

High fevers    yes      no 

TB, last tested:      yes      no 

Asthma     yes      no 

Allergies:      yes      no 

Seizures or loss of consciousness  yes      no 

Serious head injury   yes      no 

Other serious injuries   yes      no 

Medical Hospitalizations   yes      no 

Operations    yes      no 

Serious illness    yes      no 

Child menstruating   yes      no 

Pregnancies, (number:           )  yes      no 

Venereal diseases:                yes      no 

Do you know child’s HIV status  yes      no 

Physical exam, date:                yes      no 

Dental exam, date:              yes      no 

Use this area to explain all “yes” answers: 

      

      

      

      

      

      

      

      

      

      

       

       

      

 

Family History 
 

Have any relatives ever had any of the following conditions? 
 

Alcohol problems   yes      no unknown  Suicide thoughts   yes      no    unknown 

Drug problems   yes      no unknown  Suicidal attempts   yes      no    unknown 

Emotional problems  yes      no unknown  Mentally retarded   yes      no    unknown 

Depression   yes      no unknown  Arrests      yes      no    unknown 

Developmental Delays  yes      no unknown   

Family Strengths:               

 

Child / Youth Mental Health History 
 

Has the child ever seen a psychiatrist or counselor?  yes  no    unknown 

Does the child see a psychiatrist or counselor now?  yes  no Who?           

What mental health diagnosis has child been given?            

Has the child ever been on medication for behavioral or emotional problems?  yes  no    unknown 

Which medications?                 

Child’s Psychiatric Hospitalization(s) History (include dates and reasons):        

              

               
 

Additional comments:             

               

 

Reviewed by:           Date:       

Reviewed by:           Date:       

Reviewed by:           Date:       

Reviewed by:           Date:       

Reviewed by:           Date:       
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CHILD/YOUTH HISTORY QUESTIONNAIRE 

 

Client:   

 

InSyst #:   

 

Program:   

              HHSA:MHS-651 (3/2005)  Página 1 de 2 

/  

 

Questionario          Relación          Fecha en 

Contestado por:          con el niño(a):         que se contestó:     
  

 

Historia clínica de embarazos / nacimientos 
 

Nombre del niño(a):        Fecha de nacimiento:       El niño(a) es adoptado(a):  sí   no 
 

¿Tuvo la madre algún problema médico o lesiones durante el embarazo?  sí   no      se desconoce 

Describa:                

¿Tomó la madre algún medicamento durante el embarazo?    sí   no      se desconoce 

Describa:                

¿Consumió la madre drogas o alcohol durante el embarazo?    sí   no      se desconoce 

Describa               

¿Fumó la madre durante el embarazo?      sí   no      se desconoce 

Peso del bebé al nacer: ________________libras  ________________onzas    

¿La madre y el bebé salieron del hospital al mismo tiempo?    sí   no      se desconoce 

¿Fue el embarazo o el nacimiento difícil o inusual de alguna manera?     sí   no      se desconoce 

Describa:                

¿Tuvo algún problema médico el niño(a) durante su infancia?      sí   no   se desconoce 

Describa:                

 

Metas de desarrollo  
 

Edad en la que el niño(a) comenzó a:      

 

gatear                          sentarse solo(a)                                          caminar solo(a)         

primeras palabras   ____        dejo pecho/biberon     ______      comer solo(a)     

ir al baño solo (orinar)  ___  ir al baño solo (materia fecal/popo)                                  decir oraciones completas   __ 
 

 se desconoce la información             demasiado tiempo atrás, no recuerda     dentro de los límites normales  

 
 

 

Síntomas de comportamiento  
 

Problemas del lenguaje  sí    no   se desconoce 

Rabietas/berrinches   sí    no    se desconoce 

Golpearse la cabeza   sí    no    se desconoce 

Demasiada actividad  sí    no    se desconoce 

Impulsividad                     sí    no    se desconoce 

Terquedad    sí    no    se desconoce 

Orinarse durante el día  sí    no    se desconoce 

Orinarse durante la noche  sí    no    se desconoce 

Hacerse del bano en si mismo  sí    no    se desconoce 

Problemas para dormir  sí    no    se desconoce 

Problemas alimenticios  sí    no    se desconoce 

Retraimiento, timidez  sí    no    se desconoce 

Provocar incendios   sí    no    se desconoce 

Escaparse de casa   sí    no    se desconoce 

Ausentismo escolar   sí    no    se desconoce 

Problemas en la escuela  sí    no    se desconoce 

Muestra más interés en cosas 

que en personas   sí    no    se desconoce 

 

 

Miedos inusuales e irreales  sí    no    se desconoce 

Agresividad hacia compañeros  sí    no    se desconoce 

Agresividad hacia adultos  sí    no    se desconoce 

Agresividad hacia animales  sí    no    se desconoce 

Agresividad hacia cosas materiales  sí    no    se desconoce 

Auto mutilación   sí    no    se desconoce 

Maltrato físico  sí    no    se desconoce 

Abuso sexual  sí    no    se desconoce 

Sexualmente activo(a)  sí    no    se desconoce 

Ha molestado sexualmente a otros  sí    no    se desconoce 

Intentos de suicidio  sí    no    se desconoce 

Consumo de drogas  sí    no    se desconoce 

Consumo de alcohol  sí    no    se desconoce 

Tratamiento por alcohol o drogas   sí    no    se desconoce 

Problemas con la ley  sí    no    se desconoce 

Permanencia en el Tribunal 

para menores  sí    no    se desconoce 

Colecciona o utiliza armas  sí    no    se desconoce 

Pensamientos raros  sí    no    se desconoce 

Utilice esta área para explicar todas las respuestas que contestaron “si”: 
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Program:   
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 Historia clínica del niño(a)/joven 

Problemas de oir     sí    no 

Problemas de la vista    sí    no 

Diabetes      sí    no 

Infecciones de oídos    sí    no 

Fiebre alta     sí    no 

Última vez que se hizo la prueba  

de la tuberculosis (TB):                             sí    no 

Asma      sí    no 

Alergias:       sí    no 

Convulsiones o pérdida del conocimiento  sí    no 

Lesiones graves en la cabeza   sí    no 

Otras lesiones graves    sí    no 

Hospitalizaciones médicas    sí    no 

Operaciones     sí    no 

Enfermedades graves    sí    no 

Menstruación     sí    no 

Embarazos, (número:           )   sí    no 

Enfermedades venéreas:                 sí    no 

Sabe la condición de VIH del niño(a)  sí    no 

Examen físico, fecha:                 sí    no 

Examen dental, fecha:               sí    no 

 

Utilice esta área para explicar todas las respuestas contesto “si”: 

 

      

      

      

      

      

      

      

      

      

      

       

       

 

Antecedentes familiares 
 

¿Alguno de sus parientes ha tenido alguna vez alguna de las condiciones siguientes? 
 

Problemas con el alcohol  sí    no se desconoce Pensamientos suicidas  sí    no     se desconoce 

Problemas  con drogas  sí    no  se desconoce Intentos de suicidio  sí    no     se desconoce 

Problemas emocionales  sí    no  se desconoce Retraso mental   sí    no     se desconoce 

Depresión   sí    no  se desconoce Arrestos      sí    no     se desconoce 

Retrasos en el desarrollo  sí    no  se desconoce   

Cosas buenas de la familia:             

  

 

Antecedentes de salud mental del niño(a) / joven  
 

¿Ha visto alguna vez a un psiquiatra o consejero el niño(a)?  sí  no    se desconoce 

¿En este momento el niño(a) ve a un psiquiatra o consejero?  sí  no ¿a quién?          

¿Cuál ha sido el diagnóstico de salud mental que le han dado?          

¿Ha tomado el niño(a) alguna vez medicamento por problemas emocionales o  

de comportamiento?      sí  no    se desconoce 

¿Qué medicamentos?                 

Historia de hospitalización(es) psiquiátrica(s) del niño(a) (incluya fechas y motivos):       

              

               
 

Comentarios adicionales:             

               

Revisado por:           Fecha:       

Revisado por:           Fecha:       

Revisado por:           Fecha:       

Revisado por:           Fecha:       

Revisado por:           Fecha:       
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WHEN:  Within two months after the first planned service  

 

 

UPDATES:                         When clinically appropriate, review at least annually. 

 

 

ON WHOM: All clients receiving services beyond two months. 

 

 

COMPLETED BY:  The client or a support person. Can be also be completed by 

clinical staff participating in the client contact.  

 

 

MODE OF     
COMPLETION:  Hand written on form HHSA:MHS-911 or 921 (Spanish Version). 

 

 

REQUIRED 

ELEMENTS:  All relevant sections, both front and back. 

 

 

 

 

 

 

 

 

 

 

 

  



County of San Diego 

Health and Human Services Agency 

Mental Health Services 

 

MEDICAL HISTORY QUESTIONNAIRE 

 

Client:    
 

MR/Client ID #:    
 

Program:   

HHSA:MHS-911 (12/2001)  Page 1 of 2 

Medical History Questionnaire 

Date of last visit to a physician: _______________________ Purpose of Visit:       

Doctor’s name: ____________________________________ Phone #:   ( )      

Address:                            

Name of current personal Physician:             
 

Family 

History Name: Age: 

If Deceased, 

Cause of Death 

Age at 

Death 

Has any blood relative 

ever had: 

Encircle 

No or Yes Who? 

Father     Alcoholism No    Yes  

Mother     Drug Problems No    Yes  

Brother/s 1.     Depression No    Yes  

Or 2.     Mental Problems No    Yes  

Sister/s 3.     Psychiatric Treatment No    Yes  

 4.     Epilepsy No    Yes  

Spouse 5.     Neurological Disorder No    Yes  

Children 1.     Suicidal Attempts No    Yes  

 2.        

 3.        

 4.        

 5.        

Medical 

History 
Please place a check  in front of any questions you would like to discuss in more detail with the Doctor.  

 

     Circle   When was your last physical Examination? _________________________ 

Have you ever had:  No or  Yes  What Medications are you allergic to?_____________________________ 

Rheumatic Fever  No     Yes  Have you ever been hospitalized for any major illness? Specify: _________ 

Epilepsy   No     Yes  _____________________________________________________________ 

Tuberculosis   No     Yes  When and where you hospitalized: _________________________________ 

Nervousness   No     Yes  Have you ever had an operation? Type and When:_____________________ 

Mental Problem  No     Yes  Do you currently have any dental problems?_________________________ 

Arthritis    No     Yes  Have you had any complications from a childhood disease?_____________ 

Bone or Joint Disease  No     Yes  When was your last chest x-ray?__________________________________ 

Meningitis   No     Yes  When was your last electrocardiogram?_____________________________ 

Gonorrhea or Syphilis  No     Yes  What do you weigh now?________________________________________ 

Jaundice   No     Yes  What was your weight one year ago?_______________________________ 

Thyroid Disease  No     Yes  What was your maximum weight and date?__________________________ 

Diabetes   No     Yes  Has Sleep been a problem?_______________________________________ 

Cancer   No     Yes  Has sex been a problem?_________________________________________ 

High Blood Pressure  No     Yes  Has there been a change in appetite?_______________________________ 

Heart Disease  No     Yes  What activities do you do for fun? ________________________________ 

Asthma   No     Yes  What time do you feel your best?_________________________________ 

Stroke   No     Yes  What physical complaints, if any do you have?______________________ 

 

What medications do you take on a regular basis?          

                

Doctor’s Notes:              
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MEDICAL HISTORY QUESTIONNAIRE 

 

Client:    
 

MR/Client ID #:   

 

Program:    

HHSA:MHS-911 (12/1/2001)  Page 2 of 2 

Systems 

History 
Place a checkin front of any questions that you would like to discuss in more detail with the Doctor. 

 

Have you ever had any of the following problems 

    Circle  No    Yes      Circle  No   Yes 
Any eye disease injury, impaired sight  No     Yes  Night sweats    No     Yes 

Any ear disease, injury, impaired hearing No     Yes   Shortness of breath    No     Yes  

Trouble with nose, sinuses, mouth or throat No     Yes    Palpitations or fluttering heart  No     Yes  

Head injuries    No     Yes    Swelling of hands, feet or ankles  No     Yes  

Fainting spells    No     Yes    Back, arm or leg problem   No     Yes  

Loss of Consciousness   No     Yes    Varicose veins    No     Yes  

Convulsions    No     Yes    Kidney disease or stones   No     Yes  

Paralysis     No     Yes    Bladder disease    No     Yes  

Dizziness     No     Yes   Albumin, sugar, pus, blood in urine  No     Yes  

Frequent or severe headaches   No     Yes    Difficulty in urinating   No     Yes  

Depression or anxiety   No     Yes    Abnormal thirst    No     Yes  

Difficulty concentrating   No     Yes    Stomach trouble or ulcer   No     Yes  

Memory problems    No     Yes    Indigestion    No     Yes  

Extreme tiredness or weakness  No     Yes    Appendicitis    No     Yes  

Hallucinations    No     Yes    Liver or gallbladder disease   No     Yes  

Enlarged glands    No     Yes    Colitis or other bowel disease   No     Yes  

Enlarged thyroid or goiter   No     Yes  Hemorrhoids or rectal bleeding  No     Yes  

Skin disease    No     Yes  Constipation or diarrhea   No     Yes  

Chronic or frequent cough   No     Yes  Crying spells    No     Yes  

Chest pain or angina pectoris   No     Yes  Suicidal thoughts    No     Yes   

Coughing up blood    No     Yes  Loss of appetite    No     Yes  

 

Habits 

Do you smoke:  Tobacco  Cigarettes   How many packs a day______________________________________ 

Do you drink:   Coffee     Tea   Cola Drinks   How many cups/glasses a day_________________________ 

Do you take alcoholic beverages:   Never   Rarely   Moderately   Daily 

Has alcohol use been a problem:   Yes   No  Have you ever been treated for alcoholism:         Yes        No 

Have you ever taken street drugs:   Yes   No Which drug/s:________________________________________________________ 

   During what Period:______________________________________  How often:_________________________________________________ 

   When was the last time that you used any drug: ___________________________________________________________________________ 

Have you ever been treated for a drug problem:  Yes   No When:______________________________________________________ 

 

WOMEN ONLY: Menstrual History 

Age at onset:___________  Cycle:_________ Days (from start to start)  Date of last period:___________________________ 

Duration:_______________ Days  Regular:     Yes  No  Pain or Cramps:   Yes  No 

How many pregnancies:   Miscarriages:   Age of youngest living child:  

 

Military History         Not Applicable   
 

Branch___________________________    Rank at Discharge____________________________________ 

When did you serve?____________________ to______________________________ 

Type of discharge__________________________________ 

   

    Signature of Patient or Guardian_________________________________________________________ 

        (Optional) 

Date form Completed:     

Doctor’s Notes and Recommendations: 

 

 

 

 

 

Physician’s Signature & Date Reviewed. 
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Informed Consent For Use of Psychotropic Medications  

 

2012 

 

 
WHEN:   Whenever psychotropic medication is prescribed. 

 

 

ON WHOM:   All clients receiving psychotropic medication. 

 

 

COMPLETED BY:  M.D.  
 

 

MODE OF 

COMPLETION: Legibly handwritten on HHSA:MHS-005 or HHSA:MHS-006 

(Spanish Version) 

 

 

REQUIRED 

ELEMENTS: State law defines informed consent as the voluntary consent of the 

client to take psychotropic medication after the physician has 

reviewed the following with him/her: 

 

 Explanation of the nature of the mental problem and why 

psychotropic medication is being recommended. 

 

 The general type (antipsychotic, antidepressant, etc.) of 

medication being prescribed and the medication's specific 

name. 

 

 The dose, frequency and administration route of the 

medication being prescribed. 

 

 What situations, if any, warrant taking additional 

medications. 

 

 How long it is expected that the client will be taking the 

medication. 

 

 Whether there are reasonable treatment alternatives. 

 

 Documentation of "informed consent" to take psychotropic 

medication.  A new form is to be completed: 

- When a new or different type of medication is 

prescribed.  

- When the client resumes taking medication 

following a documented withdrawal of consent. 
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INFORMED CONSENT FOR USE OF 

PSCYHOTROPIC MEDICATION 

Page 1 of 2 

 

Client:    
 

Case #:   
 

Program:   

              HHSA:MHS-005   (3/2005)  

INFORMED CONSENT FOR THE USE OF PSYCHOTROPIC MEDICATION 
 

Client Information and Consent  (Please read this form carefully and completely) 

■ You have the right to be informed; be given information about your care and to ask questions.   

■ You have the right to accept or reject all or any part of your care plan. 

■ You have the right to revoke consent verbally or in writing to any member of the treating staff for 

any reason at any time. 

■ You have the right to language/interpreting services.  Services Requested:  YES     NO 

■ You have the right to a copy of this Consent:  Copy Requested?   YES     NO 

Emergency Treatment:  In certain emergencies, medication may be given to you when it is 

impractical to obtain consent.  However, once the emergency has passed, medication will continue 

with your informed consent.  (An emergency is a temporary, sudden marked change requiring action 

to preserve life or prevent serious bodily harm to client or others). 

Your Physician is prescribing the following psychotropic medication(s) for you: 

Medication(s) Name Medication Info. Sheet Given 

(check box)  

 

 

    YES       NO 

 

 

    YES       NO 

 

 

    YES       NO 

 

 

    YES       NO 

 

 

    YES       NO 

 

 

    YES       NO 

In order to be informed and give consent, your doctor will discuss the following information with 

you:  

Verbal Information Discussed with Client 

1.  Nature and seriousness of your mental illness 

2.  Reason(s) for medication(s) including the likelihood of improving, or not improving with or 

without the medication(s) 

3.  Reasonable alternative treatments and why doctor is recommending this particular treatment 

4.  Type, range of frequency and amount (including PRN orders), method (oral or injection), duration 

of taking medication(s) 

5.  Probable side effects known to commonly occur, and any particular side effects likely to occur with 

you 

6.  Possible additional side effects which may occur when taking medication(s) beyond three months 

7.  If prescribed a conventional/typical or atypical antipsychotic medication, information will be 

given to you about tardive dyskinesia, a possible side effect caused by typical/atypical antipsychotic 

medication.  It is characterized by involuntary movements of the face or mouth and/or hands and feet.  

These symptoms are potentially irreversible and may appear after medication has been discontinued. 
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PSCYHOTROPIC MEDICATION 

Page 2 of 2 

 

Client:    
 

Case #:   
 

Program:   

              HHSA:MHS-005   (3/2005)  

Client’s Consent: 
 

Based upon the information I have read, discussed and/or reviewed with my doctor:   
(check one of the following) 

 

 I understand and give consent to the use of the psychotropic medication(s) on page one. 

 

 I give verbal consent only; refuse to sign form. 

 

 I do not approve/consent to the use of the psychotropic medication(s) listed below. 

Please list: ______________________________________________________________________ 

 

__________________________________________________________________________________ 

Signature of Client/Legal Rep./Guardian                Date 

Doctor’s Statement: 
 

I have reviewed, discussed and recommend the medication plan (page 1) for above client and:   

 

 Client gives consent to take these medications. 

 

 Client gives verbal consent, but unwilling or unable to sign. 

 

 Emergency.  Given medication without consent. 

 

 Unable to understand risks and benefits, and therefore cannot consent. 

 

 Other Comments: ______________________________________________________________ 

 

____________________________________________________________________________ 

 

 

__________________________________________________________________________________ 

Psychiatrist’s Signature                     Date 

__________________________________________________________________________________ 

Printed Name 

__________________________________________________________________________________ 

Witness Signature (if applicable):        Date       
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CONSENTIMIENTO INFORMADO PARA EL USO DE MEDICAMENTOS PSICOTRÓPICOS  

 
Consentimiento e información al cliente (Por favor lea todo el formulario cuidadosamente)  
■ Usted tiene derecho a ser informado; a que se le dé información sobre la atención que recibe y a hacer 

preguntas.   
■ Usted tiene derecho a aceptar o a rechazar todo su plan de atención, o cualquier parte del mismo.  
■ Usted tiene derecho a revocar su consentimiento verbalmente o por escrito a cualquier miembro del personal 

de tratamiento por cualquier razón y en cualquier momento. 
■ Usted tiene derecho a servicios de intérprete.  Solicitó servicios:        SÍ     NO 
■ Usted tiene derecho a tener una copia de este Consentimiento: Solicitó copia:    SÍ     NO 
Tratamiento de emergencia: En determinadas emergencias se le suministrarán medicamentos  cuando no sea 
posible obtener su consentimiento. Sin embargo, una vez que la emergencia haya pasado, se continuará la 
administración del medicamento bajo su consentimiento informado. (Una emergencia es un cambio notable 
repentino y temporal que requiere de una acción inmediata para preservar a vida o para prevenir daño 
corporal grave al cliente o a otras personas).  
Su médico le está recetando el/los siguiente(s) medicamento(s) psicotrópico(s): 

Nombre del medicamento(s) Se entregó página informativa 
del medicamento(s) (marque) 

 
     SÍ            NO 
     SÍ            NO 
     SÍ            NO 
     SÍ            NO 
     SÍ            NO 
     SÍ           NO 
Su médico hablará con usted sobre la siguiente información para que usted esté informado y dé su 
consentimiento:  

Información verbal que se habló con el cliente 
1. Naturaleza y gravedad de su enfermedad mental   
2. Razón o razones para la administración del medicamento(s) incluyendo la posibilidad de mejorar, o de no 

mejorar, con o sin el medicamento(s)  
3. Alternativas razonables de tratamiento y la razón por la que el médico recomienda este tratamiento en 

particular.  
4. Tipo,  frecuencia y cantidad  (incluyendo órdenes de la enfermera registrada del proyecto (PRN)), método 

(oral o inyección), duración de la toma de medicamento(s). 
5. Efectos secundarios probables que se sabe ocurren comúnmente y cualquier otro efecto secundario en 

particular que pudiera ocurrirle a usted. 
6. Efectos adicionales posibles que pudieran ocurrir si se toma el medicamento(s) por más de tres meses. 
7. Si se recetara un medicamento antipsicótico atípico o convencional/típico, se le proporcionará información 

acerca de la disquinesia tardía, un posible efecto secundario causado por medicamentos antipsicóticos 
típicos/atípicos. Se caracteriza por movimientos involuntarios de la cara o boca y/o de las manos y pies. 
Estos síntomas son potencialmente irreversibles y pueden aparecer después de que se ha descontinuado el 
uso del medicamento. 
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Consentimiento del cliente: 
 
En base a la información que he leído, revisado y/o hablado con mi médico: 
 (marque uno de los siguientes) 

 Yo entiendo y doy mi consentimiento para el uso del medicamento(s) psicotrópico(s) descrito 
en la página uno. 

 
 Solamente doy mi consentimiento verbal; me  niego a firmar el formulario. 

 
 No doy mi aprobación/consentimiento para el uso del medicamento(s) psicotrópico(s) 

enumerado(s) a continuación.  

Por favor enumere: ____________________________________________________________ 

_______________________________________________________________________________ 
Firma del cliente/Representante legal/Tutor                Fecha 
Declaración del médico: 
Yo he revisado, hablado y recomendado al cliente el plan de medicamentos anterior (página 1), y:  
 

 El cliente da su consentimiento para tomar estos medicamentos. 
 

 El cliente da su consentimiento verbal, pero se niega o no puede firmar. 
 

 Emergencia.  Se administra el medicamento sin el consentimiento.  
 

 No puede entender los riesgos y beneficios, y por lo tanto no puede dar su consentimiento. 
 

 Otros comentarios: 
______________________________________________________________ 

 
____________________________________________________________________________ 

 
__________________________________________________________________________________ 

Firma del psiquiatra                     Fecha 

__________________________________________________________________________________ 

Nombre (letra de imprenta) 

__________________________________________________________________________________ 

Firma del testigo (si lo hubiera):        Fecha       
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  إتفاق إستعمال العلاج النفسي

 
  ) هذه الإستمارة بدقة و بشكل آاملمراجعةالرجاء (معلومات العميل و قبوله بشروط الإتفاق 

 . بذلكتتعلقطرح أي أسئلة  حق لديك حق الإطلاع على المعلومات المتعلقة بعلاجك و 
 .  لديك الحق بقبول أو رفض أي جزء من خطة علاجك 
ي من أعضاء الفريق المشرف على علاجك و ذلك لأي أطريق إبلاغ   و ذلك عن أو تحريرياً الإتفاق شفهياًلديك الحق بإلغاء هذا 

 .  سبب آان و في أي وقت تختاره
  لا      نعѧѧѧѧم     هل ترغب بالحصول على خدمات الترجمة؟  .الأُمديك حق الحصول على خدمات الترجمة بلغتك ل 
   لا      نعѧѧѧѧم   هل ترغب بالحصول على نسخة من هذا الإتفاق؟    .ديك الحق بالحصول على نسخة من هذا الإتفاقل 

 عندما يكون من غير الممكن الحصول  معيناً)عقاراً(دواءاً عطائك إ  في بعض الحالات الطارئة، قد يتم :العلاج في الحالات الطارئة
الحالة الطارئة .  ( على ذلكفقط بعد موافقتك) العقار( الدواءلكن بعد تجاوز الحالة الطارئة، سيستمر إستخدام .  لى موافقتك على ذلكع

  ).هي حالة مؤقتة، يصاحبها تغير مفاجئ يتطلب فعل ما لحماية إستمرارية الحياة أو منع حصول أذى خطير لجسد العميل أو الأخرين
  :التالية لك) العقاقير (ويةالأديصف طبيبك 

)العقار (الدواءإسم  هل تم إعطاءك بيانات .  )العقار (الدواءبيانات  
     )إختر المربع المناسب  ()العقار (الدواء

 
 

    لا  نعم             

 
 

 لا     نعم             

 
 

    لا  نعم             

 
 

    لا  نعم             

 
 

    لا  نعم             

 
 

    لا  نعم             

  :ن يتم إطلاعك على المعلومات و الحصول على موافقتك، سيقوم طبيبك بمناقشة المعلومات الواردة أدناه معكمن أجل أ
 شفهياًمع العميل المعلومات التي سيتم مناقشتها 

 طبيعة و خطورة مرضك النفسي .1
 )العقار (عدم أخذ الدواء أو  عند أخذمالية تحسن حالتك أو عدم تحسنهاحتإو بضمنها  )العقار (أخذك للدواءالأسباب التي تستدعي  .2
  بالذات)العقار(دواء  بديل منطقي و سبب إختيار الطبيب لهذا ال)عقار(دواء  .3
و ) سواء آان عن طريق الفم أو الحقن(و طرق )  الذي يؤخذ عند الحاجة فقطدواءبضمنها ال(نوع و عدد مرات إستخدام و آمية  .4

 )عقارال(دواء تي يجب خلالها أخذ الالفترة ال
 الأعراض الجانبية المحتمل حدوثها، و أي أعراض جانبية يمكن أن تتعرض لها .5
  لأآثر من ثلاثة أشهر)العقار(دواء حدوثها عند إستخدام الالأعراض الجانبية المحتمل  .6
 و Tardive Dyskinesiaى بينات حالة ، سيتم إطلاعك عل)الهذيان( إعتيادي أو غير إعتيادي للذهان )عقار(دواء إن تم وصف  .7

يمكن تشخيص أعراض هذه الحالة .   الإعتيادي أو الغير الإعتيادي للذهان)العقار(الدواء هي عرض جانبي محتمل عند إستخدام 
 ليس بالمستطاع التخلص من هذه الأعراض و قد تستمر ،عادةً.  أو اليدين و القدمين/ لعضلات الوجه و الفم وإرادية اللااتبالحرآ

 .)العقار(دواء  توقفك عن أخذ البالحصول حتى بعد
 
 
 
 



County of San Diego 
Health and Human Services Agency 

Mental Health Services 
INFORMED CONSENT FOR USE OF 

PSYCHOTROPIC MEDICATION 
Page 2 of 2 

 
Client:  
 
MR/Client ID #: 
 
Program: 

HHSA:MHS-005 Rev. 10/2004   62 

 العميل موافقة
 

   :أو مراجعتها مع طبيبي/أو قمت بمناقشتها و/بناءاً على المعلومات التي قرأتها و
 )حدد خياراً واحداً من الخيارات التالية (

 
 .ارة من هذه الإستم1الواردة في الصفحة رقم ) العقاقير (الأدويةقر و أوافق على إستخدام أإني  

 
 .أمنح موافقتي الشفهية فقط، و أرفض توقيع هذه الإستمارة 

 
 .المذآورة أدناه) العقاقير (دويةلا أوافق على إستخدام الأ 

                   ) العقاقير(دوية الرجاء ذآر أسماء الأ

 

                           
                     التأريخالوصي                                            /الممثل القانوني/توقيع العميل

 الطبيب بيان
 

  : من هذه الإستمارة و1لقد قمت بمراجعة و مناقشة و نصح العميل المذآور أعلاه بخطة العلاج الواردة في الصفحة رقم 
   
 

 )العقاقير (الأدويةوافق العميل على أخذ هذه  
 

 . غير راغب أو غير قادر على توقيع هذه الإستمارة، إلا إنه)العقاقير(الأدوية  على أخذ هذه وافق العميل شفهياً 
 

 .الحالة طارئة، و تم إعطاء العلاج للعميل دون موافقته 
 

 . على تفهم المخاطر و الفوائد و لذلك لا يستطيع الموافقةاًلم يكن العميل قادر 
 

                        :أخرىتعليقات  
 

                         
 

 
                           

                                                                                            التأريختوقيع الطبيب النفسي    

                           

 )يكتب بشكل واضح(سم الإ

                           

    التأريخ)                                                                        ت الحاجة إليهإن وجد(توقيع الشاهد 
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THOÂNG TIN VEÀ VIEÄC ÑOÀNG YÙ DUØNG THUOÁC COÙ AÛNH HÖÔÛNG TAÂM THAÀN 

 
Taøi lieäu veà thaân chuû vaø Söï Ñoàng YÙ (Consent).  
• Baïn coù quyeàn ñöôïc bieát, ñöôïc thoâng baùo vaø ñöôïc quyeàn hoûi cho roõ veà vieäc chöõa trò cuaû baïn. 
• Baïn coù quyeàn chaáp nhaän hay choái boû taát caû hay moät phaàn trong chöông trình chöõa trò cho baïn. 
• Baïn coù quyeàn ruùt laïi söï ñoàng yù baèng lôøi noùi hay vieát ñôn tôùi baát cöù nhaân vieân  chöõa trò baát cöù luùc 

naøo vaø vì baát cöù lyù do gì. 
• Baïn coù quyeàn xin dòch vuï thoâng dòch.  Baïn coù caàn khoâng:  COÙ     KHOÂNG 
• Baïn coù quyeàn giöõ moät baûn sao cuûa tôø Ñoàng yù naøy:  Baïn coù muoán khoâng?   COÙ     KHOÂNG 
Chöõa Trò Khaån Caáp:  Trong moät soá tröôøng hôïp khaån caáp , baïn ñöôïc duøng thuoác duø khoâng theå laáy baûnï ñoàng yù.  Tuy 
nhieân, khi khaån caáp ñaõ qua, thuoác seõ ñöôïc cung caáp vôùi söï ñoàng yù cuaû baïn (Khaån caáp laø moät luùc caáp thôøi, söï vieäc xaåy 
ra ñoøi hoûi haønh ñoäng phaûi laøm ñeå duy trì maïng soáng vaø traùnh thöông tích cho beänh nhaân vaø cho caùc ngöôøi khaùc). 
Baùc só cuaû baïn ñaõ keâ caùc thuoác coù taùc duïng taâm thaàn sau nay cho baïn: 

Teân Thuoác Teân Thuoác 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Ñeå hieåu roõ vaø ñoàng yù,baùc só cuûa baïn seõ baøn veà caùc döõ kieän sau nay vôùi baïn:  
Caùc ñieàu ñaõ thaûo luaän baèng lôøi noùi vôùi thaân chuû 

1.  Beänh traïng naëng nheï veà taâm thaàn cuûa baïn  
2.  Lyù do duøng thuoác, keå caû cô hoäi seõ bôùt beänh, hay khoâng bôùt, cho duø coù thuoác hay khoâng.   
3.  Caùc caùch chöõ trò khaùc vaø lyù do baùc só choïn caùch chöõa trò naøy 
4.  Loaïi, tính thöôøng xuyeân, soá löôïng (keå caû toa PRN), Phöông thöùc  (chích hoaëïc uoáng), thôøi gian duøng thuoác 
bao laâu . 
5.  Caùc phaûn öùng phuï thöôøng xaûy ra, vaø baát cöù caùc phaûn öùng phuï coù theå xaåy ra cho baïn. 
6.  Caùc phaûn öùng phuï coù theå xaûy ra khi duøng thuoác laâu hôn ba thaùng. 
7.  Neáu keâ toa loaïi thuoác theo quy öôùc/thoâng thöôøng hay khoâng thoâng thöôøng choáng roái loaïn taâm thaàn, duõ 
kieän seõ cung caáp cho baïn veà  tardive dyskinesia, moät phaûn öùng phuï coù theå xaåy ra bôûi thuôùc chöõa trò thoâng 
thöôøng hay khoâng thoâng thöôøng .  Phaûn öùng naøy gaây ra vieäc töï nhieân rung baép thòt maët, mieäng vaø/hoaëc tay 
chaân.  Nhöõng trieäu chöùng naøy coù theå khoâng  trôû laïi bình thöôøng vaø coù theå xaåy ra  sau khi ñaõ ngöøng thuoác. 
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Söï Ñoàng YÙ cuûa Beänh Nhaân: 
 
Sau khi ñaõ ñoïc nhöõng thoâng tin treân, baøn thaûo vaø coi lai vôùi baùc só cuûa toâi :   
(choïn moät trong nhöõng caâu döôùi ñaây) 
 

 Toâi hieåu vaø ñoàng yù duøng caùc thuoác coù aûnh höôûng taâm thaàn ôû trang 1. 
 

 Toâi ñoàng yù baèng lôøi noùi maø thoâi; töø choái kyù teân vaøo maãu. 
 

Toâi khoâng chaáp thuaän/ñoàng yù ñeå duøng caùc thuoác thuoác coù aûnh höôûng taâm thaàn  sau ñaây: 

Xin keå ra: ______________________________________________________________________ 

 

__________________________________________________________________________________ 
Chöõ kyùcuûa khaùch haøng/Ñaò dieän phaùp lyù/Ngöôøi giaùm hoä        Ngaøy 
Lôøi Ghi cuûa Baùc Só: 
 
Toâi ñaõ coi laïi, baøn thaûo vaø ñeà nghò thuoác chöõa trò (Trang 1) cho beänh nhaân noùi treân vaø:   
 

 Beänh nhaân ñoàng yù duøng caùc thuoác . 
 

 Beänh nhaân ñoàng yù baèng lôøi noùi; nhöng khoâng muoán kyù teân vaøo maãu 
 

 Khaån caáp, Cho duøng thuoác  khoâng coù söï ñoàng yù.  
 

 Khoâng hieåu söï nguy hieåm vaø phuùc lôïi cuûa thuoác, do ñoù khoâng theå ñoàng yù. 
 

 Ghi chuù theâm: ______________________________________________________________ 
 

____________________________________________________________________________ 
 

 
__________________________________________________________________________________ 

Chöõ kyù baùc só taâm thaàn:                     Ngaøy 

__________________________________________________________________________________ 

Vieát teân 

__________________________________________________________________________________ 

Chöõ kyù nhaân chöùng (neáu coù):        Ngaøy       

 



ADVANCE DIRECTIVE ADVISEMENT - PAPER 

 

 

2012 

 

 

 

WHEN: Provide clients with written information concerning their rights under 

federal and state law regarding Advance Medical Directives at the first 

face to face contact (or when legally required based on age or 

emancipation status) for services and thereafter upon request by the 

beneficiary.  Federal regulations put this into effect as of June 1, 2004.    

 

 

ON WHOM: All new adult clients and emancipated minors.  

 

 

COMPLETED BY: Any program staff member who provided the written instruction.   

 

 

MODE OF    Legibly handwritten on Advance Directive Advisement form (MHS- 

COMPLETION:  611).  

 

 

REQUIRED  Check appropriate box to reflect if client has been informed of right to  

ELEMENTS: have an Advance Directive (AD); if AD brochure was offered; if client 

has an executed AD; and when applicable if AD has been placed in 

medical record when provided by the client.  Check box to indicate if 

client has been informed that complaints concerning noncompliance with 

AD requirements may be filed with the California Department of Health 

Services, Licensing and Certification Division at P.O. Box 997413, 

Sacramento, CA 95899-1413 or by calling 1-800-236-9747.  Inform 

client of right to have AD placed in Medical Record.  Staff member who 

advises client of AD shall sign and date the form. 

 

 T Bar shall include the client’s name, case number, and program name. 

  

   

 

 



 

County of San Diego -CMHS 

 

 

 

 

ADVANCE DIRECTIVE ADVISEMENT  

Client:   . 

 

Case #:    

 

Program:    

              HHSA:MHS-611 (3/2005)  Page 1 of 1 

 

ADVANCE DIRECTIVE ADVISEMENT 

 

 
Code of Federal Regulations (CFR) Chapter IV, Part 489.100 defines Advance Directives as:  “a 

written instruction, such as living will or durable power of attorney for health care, recognized 

under State law (whether statutory or as recognized by the courts of the State), relating to the 

provision of health care when the individual is incapacitated.” 

 

CRF Section 422.128 requires that all “M+C organizations” maintain written policies and 

procedures to meet the requirements of informing all adult individuals and emancipated minors 

receiving medical care by or through the M+C organization about advance directives.  This 

information must reflect consequent changes in State law, no later than 90 days after the effective 

date of the State law. 

 

As of June 1, 2004 Federal Regulations requires that all NEW adult clients (18 years and older) and 

emancipated minors be informed of their right to have an Advance Directive (AD).  Therefore all 

clients who turn 18 or become emancipated after June 1, 2004 shall be informed of their right to 

have an AD.  This physical health AD allows the individual to outline the kind of healthcare 

treatment they want, and who can speak on their behalf when they are not able to communicate their 

wishes.  See County of San Diego Advance Directives Policy and Procedure Number 01-01-130.  
 

 

Informed client of right to have an Advance Directive:  Yes  No   

 

Offered Advance Directive Brochure:  Yes  No   

 

Client has been informed that complaints concerning noncompliance with AD requirements may be 

filed with: California Department of Health Services  

                 Licensing and Certification Division    Yes  No 

                 P.O. Box 997413     

                Sacramento, CA  95899-1413 

               1-800-236-9747 

 

 

Does client have an executed Advance Directive:  Yes  No  Client did not disclose 

 

Informed client of right to have AD placed in medical record:  Yes  No    

Provided AD shall be attached to this form and placed in client’s medical record in Medical Section. 

 

 

 

 

Staff Signature:  ____________________________________        Date:  _____________________ 

 

 



2012 

 

 

 

 

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION 

(County Providers) 

 

WHEN: Upon request for access and/or copy of medical record or excerpts from 

medical record.   

 

ON WHOM: All Mental Health Clients.  

 

COMPLETED BY: Client and/or guardian.   

 

MODE OF     
COMPLETION:  Legibly handwritten or typed on 23-01 HHSA (04/03).   

 

REQUIRED    

ELEMENTS:  

 Date. 

 Client information to include last name, first name, middle initial, address, 

city/state, zip code, any AKA’s, telephone number, SSN (optional), and 

DOB. 

 Representative information, when client/guardian wishes to have 

information given to another person or entity.   

 Check or listing of information that is being requested. 

 Beginning and end date of search. 

 Where and how information is being requested (in person, mail, specific 

location). 

 Signature and date of client and/or legal guardian submitting request. 

 Staff member processing the request shall sign and date form as well as 

complete T Bar information to include the client’s name, Case number, and 

program name. 

 

Individual who consents to treatment may submit request.  Clients who are 18 

years of age or older or emancipated may submit their own request.  

Additionally, under some circumstances a minor 12 years and older may 

submit their own request (see Welfare and Institutions Code 14010 and Family 

Code 6924, 6929, 7050). 

  

Day Programs provide an all-inclusive rate and shall capture the billing of all 

clients enrolled in their program on a given day utilizing their own program’s 

billing record.   

 

NOTE:   This is a county form for county providers.  Contracted providers are to  

seek their own legal counsel.  Form available on County Internet. 
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Record Number:    
 
Program:    
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COUNTY OF SAN DIEGO 
 

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION 
 

You have the right to request to review your personal health information we create or 
maintain.  You also have the right to request copies of those records for which you will be 
charged $.15 per page.    Within five (5) business days after we receive your request to 
access your record, one of our staff will contact you to set an appointment for you to 
review your records or we will inform you in writing that we have denied your request for 
access and state the reason why.  After you have completed this form, you need to mail 
or return it to: 

 
SAN DIEGO COUNTY MENTAL HEALTH 
P.O.  BOX 85524 
SAN DIEGO, CA  92186-5524 
(619) 692-5700 EXT 3 
 
 

 
 

DATE:   
      

 

PATIENT/RESIDENT/CLIENT 

LAST NAME: 
      

FIRST NAME: 
      

MIDDLE INITIAL: 
      

ADDRESS 
      

CITY/STATE: 
      

ZIP CODE: 
      

AKA’S 
      

TELEPHONE NUMBER: 
      

SSN: 
 
      

DATE OF BIRTH: 
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REPRESENTATIVE INFORMATION 

(Complete only if you want us to give your information to another person or 
entity.) 

I authorize the following person to receive the requested information. 

LAST NAME OR ENTITY: 
      

FIRST NAME: 
      

MIDDLE INITIAL: 
      

ADDRESS 
      

CITY/STATE: 
      

ZIP CODE: 
      

RELATIONSHIP: 
      

TELEPHONE NUMBER: 
      

 

 

PERSONAL HEALTH INFORMATION TO WHICH YOU WANT ACCESS  

  History and Physical Examination 
  Discharge Summary 
  Progress Notes 
  Medication Records 
  Interpretation of images:  x-rays,  

      sonograms, etc.     
  Laboratory results 
  Dental records 
  Psychiatric records including     

      Consultations 
  HIV/AIDS blood test results; any/all 

references to                                          
those results 

  Physician Orders 
  Pharmacy records 
  Immunization Records 
  Nursing Notes 
  Billing records 
  Drug/Alcohol Rehabilitation  

      Records 
  Complete Record 
  Other (Provide description)      

      
  
 

 

From what dates do you want information (period of time) 

Date to begin search: 
        

Date to end search:  
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ACCESS METHOD AND LOCATION  

 

Where and when do you want to inspect or receive copies of your information: 

IN PERSON: 
  YES 

LOCATION: 
      
 
 

COPIES BY MAIL: 
  YES 

YOUR SIGNATURE 

SIGNATURE: 
      
 

DATE: 
      

 

FOR OFFICE USE 
 

VALIDATION  

SIGNATURE OF STAFF PERSON VALIDATING INFORMATION: 
 
 

DATE: 
      

 

SIGNATURE OF HEALTH CARE PROVIDER*: 
 
 

DATE: 
      

 



2012 

AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION    

(County Providers) 
 

 

 

WHEN: Completed to request information from other parties, and/or when 

releasing information.    

 

 

ON WHOM: All clients for whom exchange of information with another party is 

warranted.   

 

Applicable State and federal law allows for exchange of information 

between health care providers for the purpose of treatment and payment.  

Additionally, see DMH Information Notice No.: 04-07 for change in 

confidentiality of Mental Health Information. 

 

 

COMPLETED BY: Staff member who identifies need to request or exchange information on 

behalf of the client. 

 

 

MODE OF     
COMPLETION: Legibly handwritten or typed on 23-07 HHSA (04/03) form. 

 

REQUIRED    

ELEMENTS:  

 Current date. 

 Client information which includes:  last name, first name, middle 

initial, address, city/state, zip code, telephone number, SSN 

(optional), DOB, and any AKA’s. 

 Individual or organization authorized to make disclosure. 

 Individual or organization to whom the information may be disclosed 

to and used by. 

 Type of information to be disclosed. 

 Expiration date, event or condition (when not specified authorization 

shall expire in one calendar year from the date it was signed). 

 Signature of client or legal representative/guardian with date. 

 Validation of form with signature and date of provider is optional. 

 T Bar shall include client’s name, InSyst number, and program name. 

  

Individual who consents to treatment is responsible for authorizations.  

Clients who are 18 years of age or older or emancipated may sign for 

their own authorization.  Additionally, under some circumstances a 

minor 12 years and older may sign for authorization (see Welfare and 

Institutions Code 14010 and Family Code 6924, 6929, 7050). 

  

 

 

 

 

 

 



2012 

AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION    

(County Providers) 
 

. 

 

 

DEPENDENTS & An ex-parte or court order may be utilized to authorize use or disclosure 

WARDS: of protected health information.   

 

Authorization to Use or Disclose Protected Health Information – Parent 

(number 04-24A-P and dated 03/04) is generated by the Child Welfare 

Services worker for the parent / guardian to sign for the purpose of 

disclosing protected health information to the Child Welfare Services 

worker. 

 

Order for Release of Protected Health and Education Information 

(number 04-24A-C and dated 04/04) is generated by the Courts for the 

purpose of disclosing protected health information to the Child Welfare 

Services worker. 

 

 

SCHOOL: Authorization for Use or Disclosure of Health Information to School 

Districts.  Dated 10/20/03.  May be used for exchange of information 

with the school. 

 

 

NOTE:   This is a county form for county providers.  Contracted providers are to 

seek their own legal counsel regarding authorization and appropriate 

forms. 

 

 Assembly Bill No. 715 that was filed with Secretary of State September 

29, 2003 requires that authorizations be printed in 14-point type. 

 

 Authorization as written is one-directional, allowing the authorized party 

to disclose information to the party designated to receive the 

information. 

 

 HIPAA forms in threshold languages are available through the County 

Internet.  From the County Website go to:  depart/employees, 

dept/program home pages, Select H (from alpha list), Health and Human 

Services Agency, Documents, Forms, scroll down and you will see a 

multitude of HIPAA forms. 
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COUNTY OF SAN DIEGO 
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 

 
I hereby authorize use or disclosure of the named individual’s health information 

as described below. 

 DATE:        

PATIENT/CLIENT/ FACILITY RESIDENT 

LAST NAME:      FIRST NAME:      MIDDLE INITIAL:      

ADDRESS:      CITY/STATE:      ZIP CODE:      

TELEPHONE NUMBER:      SSN (OPTIONAL):      DATE OF BIRTH:      

AKA’S:       

THE FOLLOWING IS AUTHORIZED TO MAKE THE DISCLOSURE. 

NAME OR ENTITY:      
 

ADDRESS AND TELEPHONE NUMBER:      

THIS INFORMATION MAY BE DISCLOSED TO AND USED BY THE FOLLOWING. 

 NAME OR ORGANIZATION:      
 

ADDRESS AND TELEPHONE NUMBER:      

TREATMENT DATES:      PURPOSE OF REQUEST:      
  AT THE REQUEST OF THE INDIVIDUAL. 

THE FOLLOWING INFORMATION IS TO BE DISCLOSED: (PLEASE CHECK) 

  History and Physical Examination 
  Discharge Summary 
  Progress Notes 
  Medication Records 
  Interpretation of images: x-rays, 

sonograms, etc.     
  Laboratory results 
  Dental records 
  Psychiatric records including Consultations 

 
  

  HIV/AIDS blood test results; any/all 
references to those results 

  Physician Orders 
  Pharmacy records 
  Immunization Records 
  Nursing Notes 
  Billing records 
  Drug/Alcohol Rehabilitation Records 
  Complete Record 
  Other (Provide description)       

 
 

Patient/Client/Facility Resident or their 

Legal Representative’s Initials: ______ 
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Sensitive Information:  I understand that the information in my record may include 
information relating to sexually transmitted diseases, acquired immunodeficiency syndrome 
(AIDS), or infection with the Human Immunodeficiency Virus (HIV).  It may also include 
information about behavioral or mental health services or treatment for alcohol and drug 
abuse. 

Right to Revoke:  I understand that I have the right to revoke this authorization at any time.  
I understand if I revoke this authorization I must do so in writing.  I understand that the 
revocation will not apply to information that has already been released based on this 
authorization.   

Expiration:  Unless otherwise revoked, this authorization will expire on the following date, 
event, or condition: ________________________________________________________. 
If I do not specify an expiration date, event or condition, this authorization will expire in one 
(1) calendar year from the date it was signed. 

Redisclosure:  If I have authorized the disclosure of my health information to someone who 
is not legally required to keep it confidential, I understand it may be redisclosed and no 
longer protected.  California law generally prohibits recipients of my health information from 
redisclosing such information except with my written authorization or as specifically required 
or permitted by law.   

Other Rights:  I understand that authorizing the disclosure of this health information is 
voluntary.  I can refuse to sign this authorization.  I do not need to sign this form to assure 
treatment.  However, if this authorization is needed for participation in a research study, my 
enrollment in the research study may be denied.   
 

I understand that I may inspect or obtain a copy of the information to be used or disclosed, 
as provided in 45 Code of Federal Regulations section164.524.   
 

I have the right to receive a copy of this authorization.  I would like a copy of this 
authorization.    Yes       No 

SIGNATURE OF INDIVIDUAL OR LEGAL REPRESENTATIVE 

SIGNATURE: 
 

DATE:      

IF SIGNED BY LEGAL REPRESENTATIVE, RELATIONSHIP OF INDIVIDUAL: 
 

             
FOR OFFICE USE 

 

Please verify that the patient/client/facility resident or their legal representative has 
initialed each page of this authorization. 

VALIDATE IDENTIFICATION    

SIGNATURE OF STAFF PERSON: DATE:      
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CONSENT FOR MENTAL HEALTH SERVICES   - Child                                                               

(County Providers) 
 

2012 

 

 

 

 

WHEN: Upon initial registration to Mental Health System and annually from date 

of initial registration. 

 

ON WHOM: All Mental Health Clients.  

 

COMPLETED BY: Any program staff member who reviews the parameters of consent.   

 

MODE OF    Legibly handwritten on Consent for Mental Health Services form (MHS- 

COMPLETION:  272).  

 

REQUIRED  Outline child’s full name for which the consent is being obtained.    

ELEMENTS: Client and/or Parent/Legal Guardian signature with date. 

  

Clients who are 18 years of age or older or emancipated may consent for 

their own treatment.  Additionally, under some circumstances a minor 12 

years and older may consent for their own treatment (see Welfare and 

Institutions Code 14010 and Family Code 6924, 6929, 7050). 

 

T Bar shall include client’s name, Case number, and program name. 

  

 

DEPENDENTS & An ex-parte or court order may be utilized to authorize mental health  

WARDS: treatment, as well as a form titled Consent for Treatment – Parent 

(number 04-24P and dated 06/03) which is generated by the Child 

Welfare Services worker for the parent / guardian to sign.   

 

NOTE: This is a county form for county providers.  Contracted providers are to 

seek their own legal counsel regarding consent for treatment and 

appropriate forms. 

 

 



 

 

County of San Diego - CMHS 

 

CONSENT FOR MENTAL HEALTH SERVICES 
 

 

 

Client:   

 

InSyst #:   

 

Program:   

                  HHSA:MHS- 272    (3/2005) 

 

 

 
 

Consent For Mental Health Services 
 
 
 

This is to authorize San Diego County Children’s Mental Health Services to 
evaluate and or treat 
Child’s Name: ________________________________________________ 
 
 
The conditions of the treatment have been explained to me to my 
satisfaction.  I understand that records concerning treatment will be 
retained.  Such data will be kept confidential according to all applicable 
State and federal laws. 
 
Law compels the County of San Diego, Children’s Mental Health Staff, to 
take action to protect you by informing appropriate person(s) and/or to 
inform the other person(s) if we believe you are in imminent danger of 
causing serious harm to yourself or another person(s).  Additionally, we are 
mandated to report any reasonable suspicion that a child, dependent adult, 
and/or elderly adult have been abused.  See Notice of Privacy Practices for 
complete outline of allowable disclosures.  
 
I have read the above or had it read or explained to me, understand 
content, and agree to the conditions.  I understand that I can withdraw my 
consent and terminate from this program and its services at any time.  This 
consent will expire upon termination of your current treatment.   
 
Client Signature: ______________________________________________ 

 
Parent/Legal Guardian Signature: ________________________________ 
 
Date: ________________ 
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Client: 
 
InSyst #: 
 
Program: 

                  HHSA:MHS- 272    (3/2005) 

 

 
 

CONSENTIMIENTO PARA RECIBIR SERVICIOS DE SALUD MENTAL 
 
 
 

Este documento tiene como propósito autorizar a San Diego County 
Children’s Mental Health Services (Servicios de salud mental para niños 
del condado de San Diego) para evaluar o dar tratamiento a:  
 
Nombre del niño(a): ___________________________________________ 
 
 
Se me han explicado las condiciones del tratamiento a mi satisfacción.  
Entiendo que los expedientes relacionados con el tratamiento serán 
conservados por la institución. Dicha información se mantendrá 
confidencial de acuerdo a las leyes federales y estatales correspondientes. 
 
La ley obliga al personal de salud mental para niños del Condado de San 
Diego a tomar acción para protegerlo a usted al informar a la persona(s) 
adecuada(s) y/o para informar a la otra persona(s), si nosotros creemos 
que usted está en peligro inminente de ocasionarse daños graves a sí 
mismo o a otra persona(s). Además, se nos ordena reportar cualquier 
sospecha razonable de que un niño(a), adulto dependiente, y/o anciano ha 
sufrido abuso. Vea la Notificación sobre Prácticas Privadas para completar 
el resumen de las divulgaciones permitidas. 
 
He leído lo anterior, o me ha sido leído o explicado, entiendo su contenido 
y estoy de acuerdo con las condiciones. Entiendo que puedo retirar mi 
consentimiento y terminar con este programa y sus servicios en cualquier 
momento. Este consentimiento se vencerá al término del tratamiento 
actual.  
 
Firma del cliente: _____________________________________________ 

 
Firma del padre/madre/tutor legal: ________________________________ 
 
Fecha: ________________ 
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Client: 
 
InSyst #: 
 
Program: 

                  HHSA:MHS- 272    (3/2005) 

 

 
 
 

 إتفاقية خدمات الصحة النفسية
 
 
 

  لاج أو عتقييم بالقيام ب الخاصة بالقاصرين  هذه الوثيقة مقاطعة سان دييغو، قسم خدمات الصحة النفسيةتخول
   ___________________________________________________:الطفل المدعو

 
 

 أعلم بإنه سيتم الإحتفاظ بالوثائق المتعلقة إنني.  لقد شرحت لي شروط العلاج وصولاً الى إقتناعي بها
 .   و قوانين الولاية) الفدرالي(سيتم الإحتفاظ بخصوصية تلك البيانات طبقاً للقانون الإتحادي . بالعلاج

 
يفرض القانون على مقاطعة سان دييغو، آادر عمل خدمات الصحة النفسية الخاصة بالقاصرين، أن يقوموا 

أو أطلاع الأشخاص الأخرين إذا /حمايتك و ذلك بإطلاع الأشخاص المناسبين ولة بأخذ الإجراءات اللازم
بالإضافة لذلك، فإننا ملزمون .  إعتقدنا أن هنالك إحتمال جدي بإنك ستقوم بإيذاء نفسك أو بإيذاء الأخرين

.  شخص مسنبالإبلاغ عن أي شك منطقي بحصول إستغلال لطفل، أو شخص بالغ معتمد على الأخرين أو 
  .   مراجعة بيان سياسة الخصوصية للحصول على لائحة آاملة بعمليات تداول المعلومات المسموح بهاىيرج

 

 
.   أو شرحت لي الإتفاقية الواردة أعلاه و لقد إستوعبت محتواها و وافقت على شروطهارأتْ أو قُرأتُلقد قَ
سينتهي .   هذا البرنامج و خدماته في أي وقت إشتراآي فياءلغإ سحب موافقتي و ي يمكنهأعلم بإنإنني 

 .العمل في هذا الإتفاقية عند نهاية مرحلة علاجك الحالية
 

 ___________________________________________________: توقيع العميل
 

 _____________________________________:  أو الوصي القانونيأحد الوالدينتوقيع 
 

 ____________________________________________: التأريخ
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Maãu Thoaû Thuaän Chaáp Nhaän Chöõa Trò Beänh Tinh Thaàn 
 
 
 

Toâi cho pheùp Sôû Chaêm Soùc Taâm Thaàn Treû Em  Quaän Haït San Diego (San 
Diego County Children’s Mental Health Services) ñònh beänh vaø chöõa trò cho  
Em (teân) : ________________________________________________________ 
 
 
Toâi baèng loøng vôùi caùc ñieàu kieän chöõa trò ñöôïc giaûi thích cho toâi. Toâi hieåu raèng 
hoà sô chöõa trò seõ ñöôïc löu giöõ laïi. Nhöõng chi tieát trong hoà sô seõ ñöôïc giöõ kín 
theo ñuùng luaät cuûa Tieåu Bang vaø Lieân Bang.  
 
Luaät baét buoäc Sôû Chaêm Soùc Taâm Thaàn Treû Em  Quaän Haït San Diego phaûi coù 
haønh ñoäng ñeå baûo veä baïn baèng caùch baùo tin cho nhöõng ngöôøi lieân quan, hoaëc 
nhöõng ngöôøi maø chuùng toâi tin raèng seõ coù haønh ñoäng nguy hieåm cho baïn hoaëc 
cho ngöôøi khaùc. Hôn nöõa chuùng toâi cuõng bò baét buoäc phaûi baùo caùo khi coù nghi 
ngôø veà vieäc moät treû em, ngöôøi thaân thuoäc, hoaëc ngöôøi giaø bò ngöôïc  ñaõi. Xin 
tham khaûo phaàn ghi chuù veà Caùch Baûo Veä Bí Maät Caù Nhaân (Notice of Privacy 
Practices) ñeå hieåu roõ phaïm vi chuùng toâi ñöôïc tieát loä.     
 
Toâi ñaõ ñoïc, hoaëc coù ngöôøi ñoïc cho toâi nghe hoaëc giaûi nghóa cho toâi, vaø toâi ñoàng 
yù vôùi caùc ñieàu kieän treân. Toâi hieåu raèng toâi coù theå ruùt laïi söï thoaû thuaän naøy vaø 
chaám döùt tham gia chöông trình vaø caùc dòch vuïï lieân heä baát cöù luùc naøo. Söï thoaû 
thuaän naøy seõ heát hieäu löïc khi thôøi gian chöõa trò naøy chaám döùt. 
 
Beänh nhaân kyù teân: ______________________________________________ 

 
Phuï Huynh/Ngöôøi giaùm hoä kyù teân ________________________________ 
 
Ngaøy: ________________ 
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Agreement For Services – Adult 

(County Form)  

 

2012 

 

 

 

 

 

WHEN: First Face to Face Contact 

 

 

 

ON WHOM: All clients 

 

 

 

 

COMPLETED BY:    Client and the staff member registering the client 

 

 

 

 

 

MODE OF 

COMPLETION: Legibly handwritten on form HHSA-MHS-119 

 

 

 

 

 

REQUIRED 

ELEMENTS: All  
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REGISTRATION 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 




























































